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Iron,  Vitamin  B Complex,  and  Vitamin  C 

Combines  iron  with  B complex  vitamins  in  a cheioahle  tablet 

Additional  information  available  upon  request.  Eli  Lilly  and  Company,  Indianapolis  6,  Indiana.  <looi37 


400137 


Effective  in  control  of  grand  mal  and  psychomotor  seizures,  this  agent  enables  the  epileptic 
patient  to  lead  a useful  life. 

Indications:  Grand  mal  epilepsy  and  certain  other  convulsive  states.  Precautions:  Toxic  effects 
are  infrequent:  allergic  phenomena  such  as  polyarthropathy,  fever,  skin  eruptions,  and  acute 
generalized  morbilliform  eruptions  with  or  without  fever.  Rarely,  depatitis  goes  on  to  exfolia- 
tion with  hepatitis,  and  further  dosage  is  contraindicated.  Eruptions  then  usually  subside. 
Though  mild  and  rarely  an  indication  for  stopping  dosage,  gingival  hypertrophy,  hirsutism,  and 
excessive  motor  activity  are  occasionally  encountered,  especially  in  children,  adolescents,  and 
young  adults.  During  initial  treatment,  minor  side  effects  may  include  gastric  distress,  nausea, 
weight  loss,  transient  nervousness,  sleeplessness,  and  a feeling  of  unsteadiness.  All  usually 
subside  with  continued  use.  Megaloblastic  anemia  has  been 
reported.  Nystagmus  may  develop.  Nystagmus  in  combi- 
nation with  diplopia  and  ataxia  indicates  dosage  should  be 

reduced.  Periodic  examination, of  the  blood  is  advisable.  . , ■ , 


Help  protect  the  kidneys  and  other  threatened  organs 


When  treatment  of  hypertension  is  effective  the  danger 
of  damage  to  the  renal  system  is  reduced.'  " “Hyperten- 
sive patients  suffer  from  vascular  deterioration  roughly 
proportional  to  the  severity  of  the  hypertension . . . Reduc- 
tion of  blood  pressure  to  normotensive  levels  reduces 
or  arrests  the  progress  of  vascular  damage  with  a re- 
sultant decrease  in  morbidity  and  mortality.”'  Because 
Rautrax-N  lowers  blood  pressure  so  effectively,  it  will 
help  provide  this  important  protection  not  only  for  the 
kidneys  but  also  for  the  heart  and  brain  of  your  hyper- 
tensive patients.  Rautrax-N  is  effective  in  mild,®  moder- 
ate,®’'* or  severe  hypertension.'*'® 

Dosage:  Initially,  1 to  4 tablets  daily  preferably  at 
mealtime.  For  maintenance,  1 or  2 tablets  daily. 

Side  effects  and  precautions:  Rauwolfia  preparations 
may  cause  reversible  extrapyramidal  symptoms  and 
emotional  depression.  Caution  indicated  in  use  with 
depression,  suicidal  tendencies,  peptic  ulcer.  Minor  side 
effects:  diarrhea,  weight  gain,  nausea,  drowsiness.  Ben- 
droflumethiazide  may  cause  reversible  hyperuricemia 
and/or  gout,  unmask  latent  diabetes,  increase  glycos- 


uria in  diabetics.  Caution  indicated  in  use  for  patients 
on  digitalis,  with  severely  damaged  kidneys,  renal  in- 
sufficiency, increasing  azotemia,  cirrhosis.  Contraindi- 
cated in  complete  renal  shutdown.  Minor  side  effects: 
leg  or  abdominal  cramps,  pruritis,  paresthesias,  mild 
rashes. 


Supply:  Rontrax-N— capsule-shaped  tablets  providing 
50  mg.  Raudixin®  [Rauwolfia  serpentina  whole  root],  4 
mg.  Naturetin®  [bendroflumethiazide],  and  400  mg. 
potassium  chloride.  Rautrax-N  Modified— 50  mg.  Rau- 
dixin [Rauwolfia  serpentina  whole  root],  2 mg.  Nature- 
tin  [bendroflumethiazide],  and  400  mg.  potassium 
chloride,  in  capsule-shaped  tablets.  For  full  information, 
see  your  Squibb  Product  Reference  or  Product  Brief. 


References:  (1)  Moyer,  J.  H.,  and  Heider,  C.:  Am.  J.  Cardiol. 
9:920  (June)  1962.  (2)  Brest,  A.  N.,  and  Moyer,  J.  H.:  Penn- 
sylvania M.  J.  6J:545  (Apr.)  1960.  (3)  Berry,  R.  L.,  and  Bray, 
H.  P. : J.  Am.  Geriatrics  Soc.  70:516  (June)  1962.  (4)  Hutchison, 
J.  C.:  Current  Therap.  ~ 

Res.  4:610  (Dec.)  1962.  OQUIBB 

(5)  Feldman,  L.  H.:  North  Squibb  Quality  | 

Carolina  M.  J.:  23:248  —the  Priceless  Ingredient 
(June)  1962. 


SQUIBB  DIVISION  ' 


RAUTRAX-N  RAUWOLFIA  SERPENTINA  WHOLE  ROOT  (50  MG  ), 
BENDROFLUMETHIAZIDE  (4  MG.)  WITH  POTASSIUM  CHLORIDE  (400  MG.).  SQUIBB 
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“Clinical  studies  in  85  patients  with  duodenal  ulcer 
...confirmed  the  superiority  of  the  new  preparation 
[new  Creamalin]  over  standard  aluminum  hydroxide 
preparations,  in  that  prompt  relief  was  achieved  and 
maintained  throughout  the  period  of  observation.”* 

Patients  were  followed  for  about  one  year. 

New  Creamalin  promotes  ulcer  healing,  permits  less 
frequent  feedings  because  it  is  so  long-acting.  Heart- 
burn and  epigastric  distress  were  “. . . easily  and 

adequately  controlled ”*  New  Creamalin  has  the 

therapeutic  advantage  of  a liquid  antacid  with  the 
convenience  of  a palatable  tablet.  It  does  not  cause 
constipation. 

Each  new  Creamalin  tablet  contains  320  mg.  of  spe- 
cially processed  highly  reactive  dried  aluminum  gel 
(stabilized  with  hexitol)  with  75  mg.  of  magnesium 
hydroxide.  Minute  particles  offer  a vastly  increased 
surface  area. 

Dosage:  Gastric  hyperacidity— from  2 to  4 tablets  as  needed. 
Peptic  ulcer  or  gastritis— from  2 to  4 tablets  every  two  to  four 
hours.  How  Supplied:  Bottles  of  50,  100,  200  and  1000. 

Now  also  available— New  Creamalin  Improved  Formula  Liquid. 
Pleasant  mint  flavor  — creamy  pink  color.  Stabilized  reactive 
aluminum  and  magnesium  hydroxide  gel  (1  teaspoon  equals 
1 tablet).  Bottles  of  8 and  16  fl.  oz. 

Creamalin,  trademark  reg.  U.  S.  Pat.  Off. 

*Schwartz,  I.  R.: 

Current  Therap.  Res.  3:29,  Feb.,  1961. 
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For  peptic  ulcer 
gastric  hyperacidity 
and  gastritis... 

In  year-long  study  on 
peptic-ulcer  patients 

New 

Creamalin' 

Antacid  Tablets 

. . faster  in  onset 
of  action . . . and  for 
a longer  period”* 
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BOARD  OF  DIRECTORS 

Meeting  of  the  Board  of  Directors  of  The  Arizona 
Medical  Association,  Inc.,  held  Sunday,  November  24, 
1963,  in  the  French  Quarter  of  the  Safari  Hotel,  Scotts- 
dale, Arizona,  convened  at  10;()8  a.m.,  James  E.  O’llare, 
M.D.,  Vice-President  and  Chairman,  presiding. 

ROLL  CALL 

PRESENT;  Drs.  Baldwin,  Earl  R.;  Beaton,  Lindsay  E.; 
Brazie,  Walter;  Brewer,  W.  Albert,  Pres.-Elect;  Derick- 
son,  Philip  G.;  Dudley,  Jr.,  Arthur  V.,  Treas.;  Dysterheft, 
Arnold  H.;  Ei.senbeiss,  John  A.;  Finke,  Howard  W.; 
Hamer,  Jesse  D.;  Henderson,  Charles  E.,  Secty.;  Jarrett, 
Paul  B.;  Jensen,  Thomas  W.;  Lorenzen,  Robert;  McNally, 
Joseph  P.;  O’Hare,  James  E.,  Vice-Pres.  and  Chairman; 
Price,  Robert  A.;  Rim,  Hermann  S.;  Smith,  Noel  G.; 
Steen,  William  B.,  Pres.;  Taylor,  Ashton  B.;  Yount,  Jr., 
Clarence  E.;  Messrs.  Boykin,  Paul  R.,  Assistant  E.xecu- 
tive  Secretary;  Carpenter,  Robert,  Executive  Secretary; 
Ledwidge,  Joseph  A.,  Executive  Assistant;  Jacobson, 
Edward,  Counsel. 

GUESTS;  (ad  hoc  Committee  for  Appraisal  of  Ari- 
zona Blue  Shield)  Drs.  Chesser,  Ian  M.,  Chairrnarr; 
Cloird,  Jr.,  Darriel  T.;  Frissell,  Ben  P.;  Stevensorr,  Arthur 
C.;  Young,  Woodson  C.;  (National  Association  of  Blire 
Shield  Plans)  Dr.  Blake,  Henry  S.,  Board  Chairrnarr, 


MEMORIAL  TO  THE  LATE 
JOHN  FITZGERALD  KENNEDY, 
PRESIDENT 


William  B.  Steen,  M.D.,  President,  asked  all 
present  to  rise  and  called  uporr  Mr.  Edward  Jacob- 
son, Counsel,  to  speak  in  memory  of  the  late  John 
Fitzgerald  Kennedy,  President  of  the  United  States, 
recently  assassinated,  following  which  the  asserrrbly 
will  remain  standing  in  a moment  of  silerrt  prayer. 

MR.  JACOBSON;  Gentlemen,  I wonder  if  you 
would  all  stand.  On  these  days  of  sorrow  when 
the  hearts  and  minds  of  nren  around  the  globe, 
join  with  the  sympathies  of  Americans  for  the 
widow  and  family  of  John  Fitzgerald  Kennedy  and 
join  with  the  prayers  of  Americans  for  the  guid- 
ance, wisdom  and  strength  for  the  new  Presi- 
dent of  the  United  States,  Mister  Lyndon  B.  John- 
son, perhaps  we  can  take  some  comfort  in  the 
idea  that  the  shock  and  horror  shared  across  the 
globe  by  men  of  different  faiths,  different  goals, 
different  economic  views  and  ideals,  at  least  in- 
dicates in  part,  that  unilateral  action  outside  the 
scope  of  law  is  no  longer  an  acceptable  procedure 
in  this  world.  Amen. 

It  was  unanimously  moved  and  carried  that  the 
Board  of  Directors  authorize  the  President,  in 
behalf  of  the  Association,  to  forward  an  appropri- 
ate telegram  to  Mrs.  John  Fitzgerald  Kennedy  and 
the  family  of  the  late  John  Fitzgerald  Kennedy, 
extending  to  them  the  condolences  of  this  As- 
sociation; that  the  remarks  of  Counsel  be  spread 
in  full  upon  the  minutes  of  this  meeting  and 
published  in  Arizona  Medicine;  and  that  the  Cen- 
tral Offices  of  the  Association  close  Monday,  No- 
vember 25,  1963,  in  respect  to  and  mourning  for 
the  late  President  of  the  United  States. 


Chicago,  (and  member  — Board  of  Directors  of  Medical 
Indemnity  of  America,  Topeka,  Kansas)  Messrs.  Castel- 
lucci,  John  W.,  E.xecutive  Vice-Pre.sident,  Chicago;  Mil- 
b'r,  Jr.,  William  E.,  Assistant  to  the  Executive  Vice- 
President,  Chicago;  (Arizona  Blue  Shield  Board)  Dr. 
McCulley,  Robert  A.,  President;  (Maricopa  County  Medi- 
cal Society)  Drs.  Brooks,  Jack  E.,  Pa.st-President;  Reed, 
Wallace  A.,  President-Elect;  Mr.  Pompelli,  John,  AMA 
Field  Service  Representative. 

EXCPISED;  Dr.  Barker,  Jr.,  Clyde  J. 

MINUTES 

Minutes  of  the  meeting  of  the  Board  of  Directors 
held  June  9,  1963  approved. 

APPRAISAL  OF  ARIZONA 
BLUE  SHIELD  REPORT 

Following  appropriate  introductions.  Doctor  Henry  S. 
Blake,  Board  Chairman,  National  Association  of  Blue 
Shield,  addressed  the  group,  followed  by  Mr.  John  W. 
Castellucci,  Executive  Vice-President  of  that  body,  who 
read  the  official  report  of  findings  of  the  survey  team 
relating  to  the  Arizona  Blue  Shield  Plan.  A copy  will 
be  filed  with  the  Association  and  made  a part  of  the 
record. 

On  motions  duly  made  and  carried,  as  amended,  it 
was  determined  that  the  Board  of  Directors  of  ArMA  on 
receipt  of  the  recommendations  of  the  ad  hoc  Com- 
mittee for  Appraisal  of  Arizona  Blue  Shield  unanimously 
recommends  to  the  Executive  Committee  (of  Blue  Shield) 
that  it  defer  the  meeting  (of  the  Blue  Shield  Corporate 
Body,  scheduled  for  Saturday,  November  30,  1963)  until 
January. 

BENEVOLENT  AND  LOAN  FUND 
COMMITTEE 

On  motions  duly  made  and  carried,  as  amended,  it 
was  determined  that  this  Association  accept  the  proposal 
of  the  Valley  National  Bank  in  the  matter  of  the 
medical  student  loan  program,  subject  to  Counsel’s  re- 
view and  approval  of  the  final  draft  of  agreements  to 
be  presented;  that  the  total  amount  of  the  then  out- 
standing student  loans  to  which  the  Association’s  guar- 
antee would  apply,  would  at  no  time  exceed  sixty-five 
percent  (65%)  of  the  then  annual  budget;  and  that  any 
standard,  acceptable  printed  form  of  resolution  required 
by  the  Valley  National  Bank  be  considered  hereby  passed. 

EXECUTIVE  COMMITTEE  REPORT 

Arizona  Board  of  Health  — Commissioner 

Members  of  the  Arizona  Board  of  Health  and  the 
Commissioner  were  interviewed  October  27,  1963.  A 
recent  press  release  indicates  Commissioner  Lloyd  M. 
Earner,  M.D.,  was  notified  by  the  Board  of  Health  that 
his  contract  will  not  be  renewed  for  the  next  fiscal  year. 
Report  received. 

The  Board  of  Health  seeks  Association  support  of 
three  legislative  measures  — (1)  raise  statutory  limit  of 
Commissioner’s  salary  to  $22,000.00;  (2)  supplementary 
budget  of  $85,120.00  for  operation  of  new  Tuberculosis 
Sanitorium  during  balance  of  fiscal  year  1963-64;  and  (3) 
operating  budget  increase  for  fiscal  year  1964-65.  Re- 
ferred to  Legislative  Committee  suggesting  support  of 
Board  of  Health. 

Central  District  Director 

Clyde  J.  Barker,  Jr.,  M.D.,  Central  District  Director 
resigns  from  the  Board  and  it  was  regularly  moved  and 
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unanimously  carried  that  we  accept  the  resignation. 

The  Maricopa  County  Medical  Society  delegation  of 
the  Board  recpiested  deference  to  the  ne.\t  meeting  of 
the  Board  a replacement  pending  consideration  and  rec- 
ommendation of  the  Maricopa  County  Medical  Society. 

Meeting  Attendance  Record 

Tabulations  of  meeting  attendance  records  of  members 
of  the  Board  of  Directors  and  Standing  Committees 
were  reviewed  with  a view  of  replacing  those  not  in- 
terested in  assignment.  Though  the  President  reported 
he  endeavored  to  seek  component  society  cooperation 
and  suggestion  in  filling  vacancies  this  year,  little  achieve- 
ment resulted.  The  President-Elect  will  consider  ne.xt 
year. 

ARMPAC 

Vacancies,  appointments  and/or  reappointments  to 
ARMPAC  Board  of  Directors  to  be  considered  in  Febru- 
ary, 1964. 

Standing  Committee  Memberships 

Presidential  interim  appointments  confirmed;  No  re- 
placement to  Medical  Economics  Committee;  Charles 
P.  Neumann,  M.D.  (Tucson)  member  Medico-Legal 
Committee;  Richard  L.  Dexter,  M.D.  (Tucson)  member 
Legislative  Committee;  and  Charles  W.  Elkins,  M.D. 
(Tucson)  member  Industrial  Relations  Committee. 

Aid  to  Totally  and  Permanently  Disabled 

Component  county  medical  societies  were  contacted, 
seeking  cooperation  and  respective  appointment  of  Ap- 
peal Committees  to  be  made  available  to  Arizona  De- 
partment of  Welfare  as  services  are  requested  in  in- 
stances of  appeals,  m instances  of  totally  and  permanent- 
ly disabled  persons  eligible  for  aid  benefits.  Report 
received. 

Board  of  Medical  Examiners 

Accepts  report  of  Board  of  Medical  Examiners  — State 
of  Arizona  dealing  with  operations  indicating  its  current 
ability  to  assume  fully  its  financial  responsibilities.  Re- 
ceived. 

AMA  Clinical  Meeting 

William  B.  Steen,  M.D.,  President,  authorized  at 
Association  e.xpense  to  attend  the  Clinical  Meeting  of 
AMA  at  Portland,  Oregon,  December  1 through  4,  1963. 
AMA  Delegates 

Milford  O.  Rouse,  M.D.,  Speaker,  AMA  House  of 
Delegates,  extols  services  of  Arizona  delegates,  Lindsay 
E.  Beaton,  M.D.  (Tucson)  and  Jesse  D.  Hamer,  M.D. 
(Phoenix).  Received. 

By-Laws  Amendment 

Accepts  recommendation  that  Chapter  IX  Dues  and 
Assessments  (of  the  By-Laws),  Section  1.  providing  for 
establishment  of  February  fifteenth  as  delinquency  date 
in  payment  of  annual  dues.  Resolution  authorized. 
Benevolent  and  Loan  Fund 

Transfer  of  $5,000.00  principal  cash  in  current  Benevo- 
lent and  Loan  Trust  Fund  with  Valley  National  Bank 
to  proposed  new  Trust,  and  determination  of  status  of 
interest  derived  from  current  Valley  National  Bank  Loan 
Fund  held  in  abeyance. 

Membership  Classification  Changes 

COCHISE:  P.  Paul  Zinn,  M.D.,  Active  to  Active  — 
Dues  Exempt,  account  70  Years,  effective  1-1-64. 

MARICOPA;  Hennan  W.  Liplow,  M.D.,  Active  to 
Associate  — Dues  Exempt,  account  Residency  Training, 


effective  1-1-64. 

Richard  O.  Schultz,  M.D.,  Service  to  Affiliate  — Dues 
Exempt,  account  Teaching  University  of  California,  ef- 
fective 1-1-64. 

Stanley  Wang,  M.D.,  Active  to  Associate  — Dues 
Exempt,  account  Residency,  effective  1-1-64. 

Lucian  M.  Tompkins,  M.D.,  Active  — Dues  Exempt  — 
70  Years  to  Associate  — Dues  Exempt,  account  retire- 
ment, effective  10-27-63. 

Mabel  I.  Adams,  M.D.,  Active  — Dues  Exempt  — 70 
Years  to  50  Year  Club  — Dues  Exempt,  effective  1-1-64. 

Henry  Trautman,  M.D.,  Active,  declines  Dues  E.xemp- 
tion,  account  70  Years. 

Virgil  Counseller,  M.D.,  Active  to  Active  — Dues 
Exemirt,  account  70  Years,  effective  1-1-64. 

Charles  M.  Ploussard,  M.D.,  Active  to  A.ssociate  — 
Dues  Exempt,  account  Illness,  effective  1-1-64. 

V.A.  Mulligan,  M.D.,  Active  to  Associate  — Dues 
Exempt,  account  Illness,  effective  1-1-64. 

John  William  McKinstry,  Jr.,  M.D.,  Active  retroactive 
to  March,  1963. 

PIMA:  Donald  Stimson  Bethune,  M.D.,  Active  — Dues 
Paid  1-29-63;  Deceased  5-6-63;  Dues  refund  authorized. 

Loren  F.  Taylor,  M.D.,  Active  to  Associate  — Dues 
Exempt,  account  University  of  Arizona  Law  Student, 
effective  1-1-64. 

SANTA  CRUZ:  Juan  S.  Gonzalez,  M.D.,  Active  to 
Active  — Dues  Exempt,  account  70  Years,  effective 
1-1-64. 

YAVAPAI;  Edward  J.  Gungle,  M.D.,  Active  — Dues 
Exempt  — 70  Years  to  50  Year  Club  — Dues  Exempt, 
effective  1-1-64. 

Guides  — Recognition  of  Specialists 

Recommendation  not  to  approve  suggested  “Guides 
for  the  Recognition  of  Specialists  by  Industrial  Commis- 
sion of  Arizona  for  Rendering  Surgical  Services  to  In- 
dustrial Claimants”  accepted,  Charles  W.  Elkins,  M.D., 
to  be  so  informed. 

Arizona  Society  of  Internal  Medicine 

Recommended  changes  in  fee  schedule  applicable  to 
industrial  cases,  approved  by  the  Arizona  Society  of 
Internal  Medicine.  Approved. 

Cardiology  — Psychiatry 

Doctor  Hamer  commented  that  there  continues  to  be 
continuing  disparity  as  regards  fees  in  the  matter  of 
consultations  in  the  fields  of  cardiology  and  psychiatry. 
Some  consideration  should  be  given  to  adopt  a schedule 
following  the  theory  used  in  the  field  of  anesthesiology. 
Currently,  only  $15.00  is  paid  for  two  hours.  Possibly 
a fee  of  $15.00  for  the  first  half  hour  should  be  estab- 
lished in  the  instance  of  consultation  or  for  expert  testi- 
mony at  either  Industrial  Commission  hearings  or  at 
Court  hearings,  with  an  additional  charge  of  say  $5.00 
for  each  fifteen  minutes  thereafter. 

It  was  regularly  moved  and  unanimously  carried  that 
we  urge  (the  Industial  Commission  of  Arizona)  to 
establish  a fee  of  $15.00  for  the  first  half-hour  and 
$5.00  for  each  additional  fifteen  minutes  thereafter  for 
consultation  or  for  e.xpert  testimony  at  either  Industrial 
Commission  hearings  or  at  Court  hearings. 

Medicare  Contract  No.  DA-49-192-MD-116 

Confirmed  execution  of  Supplemental  Agreement  ID 
No.  11602  — Annex  I — Schedule  Article  3.1  — De- 
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pondonts  of  Military  Personnel  of  NATO  Countries. 
Medicare  Contract  No.  DA-49-192-MD-64 

Determined  to  defer  e.xeeution  (a)  Three-party  re- 
lease form,  Contractor’s  release,  (b)  Thrt'e-party  Assign- 
ment form.  Contractor’s  Assignment  of  Refunds,  re- 
bates, credits  and  other  amounts,  (c)  Supplemental 
Agreement  Modification  ID  No.  640.5,  Anne.x  I,  Allow- 
able Cost  and  Payment  for  period  3-1-62  to  2-28-63, 
$1.74  — negotiate  claim  rate  with  statement  of  balance 
due  government  by  fiscal  administrator,  $.3,202.10  and 
(d)  Cummulative  Claim  and  Reconciliation,  particularly 
payments  nimiber  1-32,  3-1-62  to  2-28-63  — $450,190.59, 
until  March  1,  1964  (one  year  after  e.xpiration  of  term). 
Medicare  Rules  and  Regulations 

Medical  and  Chirurgical  Faculty  of  Maryland  ex- 
pressed desire  to  have  certain  rules  and  regulations 
modified  associate  with  the  Medicare  Program,  especially 
certain  portions  of  the  Fee  Schedule  operative.  No 
action. 

Mental  Health 

Arizona  Psychiatric  Society  seeks  Board  reasons  deny- 
ing endorsement  of  its  program  of  establishment  of 
family  psychiatric  out-patient  clinics  undertaken  and/or 
proposed  by  the  Arizona  Mental  Health  Association 
(action  taken  5-1-63). 

Doctor  Beaton  stated:  It  is  merely  the  hope  of  AM  A 
under  tlie  new  President’s  mental  health  message  that 
such  clinics  be  established  at  community  hospitals,  where 
family  physicians  can  take  care  of  their  own  patients  in 
their  own  hospitals;  and  it  was  our  hope  that  this  would 
be  the  future  development  rather  than  the  kind  of  thing 
indicated. 

Response  directed  accordingly. 

Fund  Drives 

Sponsorship  of  Fund  Drives,  March  of  Dimes  (Na- 
tional Formdation),  such  support  should  be  on  the 
basis  of  individual  or  local  component  county  medical 
society  within  a specific  area.  No  action. 

Membership  Attendance 

Tabulation  of  membership  attendance  at  meetings 
of  Scientific  Assembly  Committee,  1960  to  date,  re- 
viewed. Possibly  four  members  should  be  replaced  for 
lack  of  interest.  President-Elect  to  consider  next  year. 

ArMA  Resolution  No.  20 

It  can  be  said  that  speakers  participating  in  tire 
scientific  program  during  the  Annual  Meeting  of  1964 
will  encompass  the  fields  of  internal  medicine,  surgery, 
obstetrics  and  gynecology,  and  pediatrics  as  envisioned 
in  Resolution  No.  20,  adopted  by  the  House  of  Dele- 
gates of  ArMA. 

Maryland  — Resolution 

Medical  and  Chirurgical  Faculty  of  Maryland  — 
Resolution  adopted  by  its  House  September  13,  1963, 
requests  AMA  to  review  its  entire  policy  regarding 
Federal  Funds  for  medical  services,  staffing  and  con- 
struction, bearing  in  mind  inadvisability  in  general  of 
use  of  such  funds,  and  report.  In  the  light  of  this  As- 
sociation’s previous  position,  delegates  were  instructed 
to  vote  against  such  resolution  should  it  be  presented. 
Medical  Assistants 

American  Association  of  Medical  Assistants,  Inc.  ex- 
presses appreciation  of  support  of  this  Association  in 
its  constitutent  chapter.  Received. 


Arizona  Medical  Association  Reports 

Arizona  Medical  As,si.stants  Association  requests  this 
Association  to  appoint  one  of  six  doctors  to  serve  on 
its  Advisory  Board.  No  action. 

Oregon  — AMA  President-Elect 

Oregon  State  Medical  Society  proposes  the  candidacy 
of  Raymond  M.  McKeown,  M.D.  for  President-Elect 
of  AMA.  Received. 

AHA  — Pharmacy  Legislation 

Arizona  Hospital  Association  calls  attention  to  phar- 
macy legislation  proposed  for  introduction  in  Arizona 
in  1964.  Referred  to  Legislative  Committee  for  con- 
sideration and  report. 

COMMUNICATIONS 

Iowa  — AMA  President-Elect 

Donovan  F.  Ward,  M.D.,  Dubuque,  Iowa,  endorsed 
by  Iowa  Medical  Society  as  candidate  for  office  of 
President-Elect  of  AMA.  Received. 

DC  — Resolution 

Medical  Society  of  District  of  Columbia  proposes 
introduction  of  resolution  in  the  AMA  House  which 
would  rescind  June,  1963,  action  to  the  effect  that 
“the  AMA  record  itself  as  opposed  to  any  system  or 
program  by  which  any  part  of  an  intern’s  or  resident’s 
salary  is  paid  out  of  fees  collected  by  the  attending 
physician  or  out  of  fees  collected  under  any  type  of 
medical-surgical  insurance  coverage,”  thereby  enabling 
any  physician  who  might  feel  the  responsibility  of  the 
medical  profession  to  assist  in  the  development  of  a 
plan  of  appropriate  financial  support  of  interns  and 
residents  to  voluntarily  contribute  to  a fund  in  support 
of  such  a plan  without  acting  in  a manner  contrary  to 
an  expressed  attitude  of  the  AMA  but  which  is  in 
accordance  with  his  personal  rights.  Delegates  instructed 
to  vote  against  such  resolution,  if  presented. 

Presidents  Conference 

Suggested  plan  for  expansion  of  activities  of  Con- 
ference of  Presidents  and  other  Officers  of  State  Medi- 
cal Associations  with  response  questionnaire.  No  action. 

Vermont  — AMA  Trustee 

James  P.  Hammond,  M.D.,  Bennington,  Vermont,  pro- 
posed as  candidate  of  Vermont  State  Medical  Society 
for  position  of  AMA  Trustee,  should  Doctor  McKeown 
of  Oregon  again  seek  the  office  of  President-Elect  of 
AMA.  Received. 

Long  Term  Care  Institute  — Tucson 

AMA  asks  that  the  President  of  this  Association  greet 
the  participants  on  its  behalf  at  the  Institute  on  Long 
Term  Care  Facilities  to  be  held  in  Tucson,  December  4 
through  6,  cooperating  with  the  American  Hospital  As- 
sociation. Received,  Doctor  Steen  to  determine  his 
availability. 

Children’s  Colony 

Mrs.  Nathalia  McDonald,  Secretary,  Arizona  Children’s 
Colony  Parents  (Phoenix)  seeks  Association  opinion  on 
changing  the  Arizona  Children’s  Colony  from  its  present 
status  and  putting  it  under  the  care  of  the  State  De- 
partment of  Health.  Advise  matter  previously  brought 
to  tlie  attention  of  this  Association  and  that  it  is  being 
investigated  and  it  is  indicated  action  will  be  recom- 
mended. Re.sponse  directed. 

MEETING  ADJORNED  AT  5:00  P.M. 

Charles  E.  Henderson,  M.D. 

Secretary 
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for  fast  and  long-lasting  cough  control 


Each  teaspoonful  (5  cc.)  contains: 

Hycodan® 

Hydrocodone  bitartrate  . . 5 mg.  ) 

(Warning:  May  be  habit-forming)  ' > 6.5  mg. 

Homatropinemethylbromide  l.Smg. ; 
Pyrilamine  maleate  . ......  12.5  mg. 

Phenylephrine  hydrochloride  ....  10  mg. 

Ammonium  chloride  ......  60  mg. 

Sodium  citrate  ........  85  mg. 


in  a highly  palatable,  cherry-flavored  vehicle 
(methylparaben  0.13%  and  propylparaben  0.02% 
as  preservatives) 

INDICATIONS:  For  both  productive  and  nonpro- 
ductive cough.  For  relief  of  symptoms  in  trache- 
itis, bronchitis,  pneumonia,  pharyngitis,  bronchial 
asthma,  pertussis,  and  allied  conditions;  cough 


associated  with  allergy,-  in  general,  whenever 
cough  medication  is  indicated. 

DOSAGE:  Average  adult  dose— 1 teaspoonful  after 
meals  and  at  bedtime  with  food.  Children  6 to  12 
years,  V2  teaspoonful;  3 to  6 years,  V4  teaspoon- 
ful; 1 to  3 years,  lO  drops;  6 months  to  1 year, 
5 drops;  after  meals  and  at  bedtime.  On  oral 
Rx  where  state  laws  permit.  U.S.  Pat.  2,630,400. 

CAUTION:  Should  be  used  with  caution  in  patients 
with  known  idiosyncrasies  to  phenylephrine  HCI 
and  in  patients  with  moderate  or  severe  hyper- 
tension, hyperthyroidism  or  advanced  arterio- 
sclerosis. In  these  patients  use  should  not  ex- 
ceed three  days.  Hycomine  Syrup  is  generally  well 
tolerated  but  in  some  patients  drowsiness,  dizzi- 
ness or  nausea  may  occur.  May  be  habit-forming. 


Literature  on  request 

ENDO  LABORATORIES  Richmond  Hill  18,  New  York 


nursing  home 


Large  rooms  (13' x 22')  have  intercom, 
personal  radio,  telephone  and  generous 
closet  space.  Private  and  semi-private 
rooms  open  to  the  courtyard  patio. 


he  ultimate  in  facilities,  comfort  and  convenience 
for  professional  care  is  offered  by  Casa  Solana, 
Tucson’s  newest  and  finest  Nursing  Home.  Designed  and 
built  specifically  for  its  purpose,  Casa  Solana 
offers  excellent  accommodations  in  private,  semi-private 
and  ward  rooms  at  reasonable  prices.  Indoor 


The  Physical  Therapy  room  includes  this 
large  whirlpool  hydro-therapy  tub  and 
other  equipment.  Rehabilitation  of  patients 
is  encouraged. 


recreational  facilities  and  a pleasant  courtyard  patio 
are  provided.  A Registered  Nurse  is  on  duty  24 
hours  a day  and  patients  are  cared  for  in  strict 
conformance  with  orders.  The  new  and  modern  physical 
therapy  facilities  are  under  the  supervision  of  a 
licensed  therapist.  Casa  Solana  is  located  one  mile 
from  Tucson  Medical  Center  and  is  convenient 
to  other  Tucson  hospitals.  Of  utmost  importance, 

Casa  Solana  offers  attentive,  professional  care  on  a 
full-time  basis  and  patients  live  in  a pleasant, 
relaxed  home-like  atmosphere. 

You  are  cordially  invited  to  visit  and  inspect 
our  facilities  at  your  convenience. 

We  will  be  pleased  to  provide  complete,  detailed 

Tasty  meals  and  special  diets  are  prepared  information  at  your  request, 

in  this  spotless  kitchen  which  has  the  new- 
est and  most  modern  equipment  available. 

Robert  C.  Flattery,  Owner 


When  your  patient  says; 


Nb  ■ I PASTILLES 

ikoban 


BRAND  OF  LOBELINE  SULFATE,  MRT 


help  curb  the  smoking  habit 


^ Help  induce  a feeling  of  satiety  similar  to 
that  of  tobacco  because  of  lobeline’s  phar- 
macological relationship  to  nicotine. 

^ Permit  the  patient  to  indulge  his  oral  fixa- 
tion by  substituting  the  Nikoban  Pastille  H 
for  tobacco. 


■ Utilize  the  anorexic  effect  of  lobeline  to  help 
the  patient  who  is  driven  to  compulsi^'e  eat- 
ing when  he  discontinues  smoking. 

Encourage  patient  cooperation  through 
pleasant  taste. 


Dosage  and  Administration:  In  order  to  obtain  the  maximum  benefit,  a Nikoban  Pastille  should  be  sucked  slowly  and 
taken  according  to  the  schedule  below.  Whenever  possible  a pastille  should  be  taken  after  meals. 


1st  week:  I pastille  every  1 to  2 hours  for  a maximum  of  12  pastilles  daily.  2nd  week:  1 pastille  every  3 hours.  3rd  week:  1 
pastille  every  4 hours.  4th  week:  1 pastille  every  4 to  6 hours.  Thereafter  1 pastille  may  be  taken  at  infrequent  intervals 
whenever  necessary.  In  some  instances  there  may  at  first  be  a slight  astringent  burr  of  the  tongue  and  throat.  This  will 
usually  disappear  as  treatment  with  Nikoban  Pastilles  progresses  and  is  no  cause  for  concern. 


Caution:  It  is  advisable  neither  to  smoke  nor  to  use  a smoking  deterrent  during  pregnancy. 

Formulation:  Each  Nikoban  Pastille  contains  0.5  mg.  lobeline  sulfate  in  a pleasant  tasting  spiced-cherry  base. 


Availability:  In  packages  of  50  pastilles. 


References:  1.  Goodman,  L.  S.  and  Gilman.  A.:  The 
Pharmacological  Basis  of  Therapeutics,  New  York, 
Macmillan,  1960,  Ed.  2,  pp.  620-622;  2.  Edmunds, 
C.  W.;  J.  Pharmacol,  and  Uper.  Therap.,  1:27,  1909; 

3.  Hazard,  R.  and  Savini,  E.  Gand.,  92:471,  1963. 

4.  Dorsey,  J.  L.;  Ann.  Int.  Med.,  10:628,  1936;  5.  Ras- 
mussen, K.  B.;  Ugeskr.laeger,  118:222,  1956:  6.  Ejrup, 
B.:  Sven.  lak.  Tid.,  53:2634,  1956;  7.  Jochum,  K.  and 
Jost,  F.:  Munch,  med.  Wchnschr.,  103:618.  1961;  8. 
Jost,  F.  and  Jochum,  K.;  Med.  Klin.,  54:1049,  1959; 
9.  Smoking  and  Health,  Summary  and  Report  of  the 
Royal  College  of  Physicians  of  London  on  Smoking. 
New  York.  Pitman,  1962. 


M.  R.  THOMPSON,  Inc.,  Medical  Department-  BB 
711  Fifth  venue.  New  York,  New  York  10022 

Gentlemen: 

Please  send  me  a trial  supply  of  NIKOBAN  Pastilles. 

NAME 

ADDRESS 

CITY ZONE STATE 

TYPE  OF  PRACTICE 


M.D. 


M.  R.  THOMPSON,  INC.  • NEW  YORK,  NEW  YORK  10022 
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A Valuable  Contribution  To  Medical  Literature 


A DEFINITIVE  STUDY 
ON  DOUCHING 
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Observations  on  Some  o 

ANDREW-  ecost.M.D. 

f rvnecology 


“ine? 

irrij 

use' 

tiw 

die 

en 

is 

P 

o 


A SEARCH  OF  MEDICAL  LITERA- 
TURE REVEALS  NO  COMPARABLE 
OBJECTIVE  EVALUATION  OF  THE 
SUBJECT. 

The  authors  state  at  the  outset^ 


"Each  physician  has  his  own  idea  of 
the  value  or  harm  of  the  vaginal  douche 
and  many  have  expressed  such  ideas 
in  writing.  Such  opinions  have  been 
arrived  at  without  any  intensive  inves- 
tigation or  observation  of  subjects  using 
douches  as  compared  to  those  not  using 
them.  The  purpose  of  this  study  is  to 
report  our  observations  on  three  groups 
of  patients,  one  taking  no  douches,  a 
second  douching  with  a medicated 
solution*  and  a third  douching  with 
plain  water. 


1.  West.  J.  Surg.,  Obsts.  & Gynec.:  7i;  122-127,  1963 

*The  medicinal  powder  used  in  this  study  was  META 
CINE®,  a scientifically  formulated  preparation  con- 
taining: papain,  lactose,  citric  acid,  methyl  salicylate, 
eucalyptol,  menthol  and  chlorothymol. 


OBSERVATIONS  BASED  ON 
EXTENSIVE  AND  THOROUGH 
EXAMINATION  SCHEDULE. 

"One  hundred  patients  were  selected 
at  random,  regardless  of  their  chief 
complaint,  from  the  general  population 
attending  the  Out-Patient  Gynecology 
Clinic  of  The  Johns  Hopkins  Hospital. 
Those  selected  were  reexamined  at  1,  3, 
6, 9 and  12  months  after  the  initial  visit.” 
"At  intervals  patients  were  switched  to 
the  regimen  of  another  group  so  that 
comparison  of  the  effect  of  douching 
or  not  douching  might  be  made  in  the 
same  individual.” 

Three  years  were  required  to  complete 
the  study. 

An  evaluation  of  the  objective  findings 
of  the  study  demonstrates  that  douch- 
ing with  META  CINE®  had  the  following 
effects  on  vaginal  secretion: 

• increased  Doderlein  organisms, 

• proved  effective  in  lowering  WBC 
counts, 

• proved  effective  in  increasing  glyco- 
gen content. 

META  CINE®  was  found  to  be  a good 
antagonist  to  vaginal  discharge  and 
irritation — and  also  proved  effective  in 
reducing  cervicitis. 

No  untoward  effects  of  douching  were 
encountered  in  the  study. 


Reprints  of  the  complete  study  and  professional 
samples  of  Meta  Cine  are  available  on  request. 
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Chattanooga  9,  Tennessee 


14 


Arizona  Medicine 


Special  cough  formula  for  children 

Pediacof 


Each  teaspoon  (5  ml.)  contains  codeine  phosphate  5 mg., 

Neo-Synephrine®  hydrochloride  (brand  of  phenylephrine  hydrochloride)  2.5  mg., 
chlorpheniramine  maleate  0.75  mg.  and  potassium  iodide  75  mg. 

soothing  decongestant  and  expectorant 


bright  red, 
pleasant-testing, 
raspberry-flavnred  syrup 


Side  eileets:  The  only  significant  untoward 
cirocls  that  have  occurred  are  mild  anorexia 
and  an  occasional  tendency  to  constipation. 
However,  discontinuance  of  Pediacof  has 
seldom  been  required.  Mild  drowsiness  oc- 
curs in  some  patients  but,  when  cough  is 
relieved,  the  quieting  effect  of  Pediacof  is 
considered  beneficial  in  many  instances. 

Precautions  and  contraindications:  Patients 
with  tuberculosis  or  those  who  are  known 
to  be  sensitive  to  iodides  should  not  be  given 
Pediacof. 

Caution  should  be  exercised  if  Pediacof  is 
administered  to  patients  with  cardiac  dis- 
orders, hypertension  or  hyperthyroidism. 

Warning:  May  be  habit  forming. 


Winthrop  Laboratories 
New  York,  N.Y. 


Pediacof  is  different.  It  is  designed  espe- 
cially for  children,  and  each  ingredient  is  in 
the  right  proportion.  The  potassium  iodide 
in  Pediacof  is  so  well  masked  that  it  is  virtu- 
ally unnoticeable.  Children  like  the  sweet 
raspberry  flavor  of  bright  red  Pediacof. 

Dosage:  Children  from  6 months  to  1 year, 
Va  teaspoon;  from  1 to  3 years,  Vt.  to  1 tea- 
spoon; from  3 to  6 years,  1 to  2 teaspoons; 
and  from  6 to  12  years,  2 teaspoons.  These 
doses  are  to  be  given  every  four  to  six  hours 
as  needed. 


How  supplied:  Bottles  of  1 6 fl.  oz. 


Available  on  prescription  only. 
Exempt  Narcotic. 


W/nfhrop 


1843M 


Empty  capsules  are  filled  by  the  finest 
precision  machinery  available  . . . but 
no  machine  is  perfect.  That’s  why  all 
Lilly  Pulvules®  (filled  capsules)  are 
given  the  ' 'thirty -minute  checkup”  to 
be  certain  that  uniformity  is  main- 
tained. At  least  once  every  thirty  min- 
utes ten  filled  capsules  are  taken  from 


each  machine  and  carefully  weighed 
on  a prescription  balance.  In  addition, 
the  checks  are  double-checked  at  least 
four  times  each  day  . . . another  of 
the  many  stringent  controls  which  as- 
sure you  that  the  Lilly  products  you 
prescribe  provide  quality  that  merits 
the  full  measure  of  your  confidence. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.S.A. 
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Long  Term  Anticoagulation  Therapy: 


Stabilization  by  Dietary  Fixation 


by 


John  A,  Udoll,  M.D. 


The  author  has  done  a good  job  of  clinical  investigation  and  reports  it 
thoroughly  in  an  interesting  and  timely  paper. 


The  instability  of  prothrombin  time  response 
to  the  coumarin  anticoagulant  drugs  ( CAD ) 
has  been  a major  problem  in  successful  anti- 
coagulation therapy.  Various  authors  have  re- 
ported their  patients  to  be  in  the  effective 
range  of  anticoagulation  34%  (1),  60%  (2), 
70%  (3),  and  93%  (4)  of  the  time.  Wright  (5) 
has  described  perfect  control  of  anticoagulation 
to  be  exceedingly  difficult  to  achieve.  Excessive 
and  inadequate  anticoagulation  carry  the  risks 
of  hemorrhage  and  thrombosis  respectively  ( 6 ) . 

It  is  believed  that  vitamin  K is  essential  for 
the  production  of  4 clotting  factors  by  the  liver, 
and  that  the  CAD  competitively  inhibit  this 
enzymatic  action  of  vitamin  K to  produce  a state 
of  anticoagulation  (7)  (8).  This  concept  is  por- 
trayed in  the  diagram  on  the  following  page. 

The  animal  experiments  of  Collentine  and 
Quick  (9)  and  the  clinical  experiments  of  Reh- 
bein  (10)  strongly  suggest  that,  in  anticoagula- 
tion therapy,  a dynamic  balance  exists  between 

Director  of  Medical  Education,  Maricopa  County  General 
Hospital,  Phoenix,  Arizona. 

Formerly  Chief  Resident  in  Medicine,  University  of  California 
Service,  San  Francisco  General  Hospital,  San  Francisco,  California. 


the  amounts  of  vitamin  K and  CAD  available 
to  the  liver,  and  the  resultant  prothrombin  ac- 
tivity of  the  plasma.  Viewing  anticoagulation 
therapy  as  a “conditioned  vitamin  deficiency,” 
the  available  vitamin  K appears  to  assume  an 
equal  importance  to  the  available  CAD  in  the 
production  of  a stable  prothrombin  response.  Yet 
in  long  term  anticoagulation  therapy  no  attention 
is  directed  to  the  amount  of  vitamin  K available 
to  the  liver.  A theoretically  important  variable 
may  thus  be  neglected.  Rather  than  frequent 
changes  in  the  dosage  of  CAD  as  are  often  made 
in  anticoagulation  therapy,  it  might  be  more 
reasonable  to  fix,  if  possible,  the  amount  of  both 
CAD  and  vitamin  K available  to  the  liver  from 
day  to  day  and  thereby  obtain  a more  stable 
prothrombin  response. 

Shortly  after  the  discovery  of  vitamin  K,  Dam 
( 11 ) found  that  rats,  dogs  and  guinea  pigs  do 
not  develop  hypoprothrombinemia  on  a vitamin 
K free  diet.  Creaves  (12)  confirmed  this  finding 
in  most  of  his  rats  which  were  fed  a vitamin 
K free  diet  (65/77),  and  showed  that  these  rats 
continued  to  excrete  significant  amounts  of  vita- 
min K in  their  feces.  These  observations  led  to 
the  current  theory  that  bacterial  synthesis  and 
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absorption  of  vitamin  K in  the  lower  intestine 
provides  a major  source  of  this  vitamin  in  mam- 
mals (13).  Dietary  vitamin  K has  been  assigned 
a lesser  role  in  meeting  mammalian  needs  (14). 
However,  Barnes  and  Fiala  (15)  have  presented 
recent  evidence  that  endogenous  vitamin  K may 
not  be  available  to  mammals  by  primary  ab- 
sorption, but  only  after  coprophagy.  If  this  is 
so,  dietary  sources  in  humans  assume  new  im- 
portance. 

It  is  postulated  that  dietary  variations  in  vita- 
min K may  play  an  important  role  in  the  pro- 
thrombin time  instability  which  is  often  encoun- 
tered in  long  term  anticoagulation  therapy.  This 
hypothesis  was  investigated  in  an  eleven  month 
anticoagulation  study  in  which  one  healthy  sub- 
ject (the  author)  was  utilized.  A fixed  dose  of 
CAD  was  ingested  each  day  and  daily  prothrom- 
bin determinations  ( 5 days  per  week ) were  made 
throughout  the  entire  study.* 

Methods  and  Materials: 

Warfarin*  was  selected  as  the  CAD  for  this 
study.  It  is  highly  soluble  and  believed  to  be 
almost  100%  absorbed  from  the  intestinal  tract 
( 16 ) . A safe  range  of  anticoagulation  was  sus- 
tained in  the  test  subject  for  7 months  by  a 
fixed  dose  of  5 mg.  of  warfarin  each  day  and  for 
3 months  by  a fixed  dose  of  15  mg.  of  warfarin 
and  5 mg.  of  vitamin  K**  each  day.  A 2 ml. 
venous  blood  sample  was  drawn  each  week  day 
morning  for  a Quick  prothrombin  test  at  the 
clinical  laboratories  of  the  San  Francisco  General 
Hospital.  Daily  blood  samples  were  disguised 
under  the  name  of  a hospitalized  patient  and  the 
requisitions  for  the  tests  were  written  by  a 
hospital  intern.  To  maintain  this  disguise  a differ- 
ent patient’s  name  was  used  and  a new  intern 
was  requested  to  write  the  test  requisitions  every 
two  weeks.  Thus,  the  laboratory  personnel  had 
no  knowledge  of  the  existence  of  this  study.  A 
Clot  Timer***  is  in  use  at  the  San  Francisco 
General  Hospital  for  prothrombin  testing.  This 

“Except  during  weeks  2,  3,  4,  and  5 of  Part  I when  prothrom- 
bin determinations  were  perfonned  only  on  Mon.,  Wed.,  and  Fri. 
“ Panwarfin  (R) 

Mephyton  (R) 

“““Manufactured  by  Mechrolab  of  Mountain  View,  California 


device  electrically  times  both  the  beginning  and 
the  end  of  the  Quick  prothrombin  test.  Highly 
reproducible  results  have  been  obtained.  The 
first  100  blood  samples  were  sent  to  the  labora- 
tory in  duplicate,  disguised  under  two  different 
patients’  names.  The  average  difference  of  these 
duplicate  determinations  was  3.5%  prothrombin 
activity.  Excluding  3 duplicate  determinations 
in  which  a very  wide  difference  was  obtained, 
i.e.,  29%,  41%  and  26%,  the  average  difference 
was  only  2.7%  prothrombin  activity. 

One  form  of  thromboplastin*  was  in  use  through- 
out the  entire  study. 

The  study  was  divided  into  4 sequential  parts, 
as  follows: 

Part  I.  A state  of  anticoagulation  was  induced 
by  a 40  mg.  dose  of  warfarin,  followed  by  a 90 
day  period  of  observation  of  the  prothrombin  re- 
sponse to  a fixed  dose  of  5 mg.  of  warfarin  per 
day  and  a regular  diet.  (Fig  No.  1). 


Part  11.  A comparable  90  day  period  of  ob- 
servation was  made  utilizing  the  same  fixed 
daily  dose  of  warfarin  and  a fixed  daily  diet  of 
1800  Calories  of  Metrecal**  (Fig.  No.  2).  No 
other  food  was  ingested. 

“ Simplastin  ( R ) 

““Metrecal  is  described  as  a special  dietarj’  food  that  contains 
ample  quantities  of  all  known  nutrients  required  by  normal 
persons.  The  vitamin  K content  is  unknown.  Dr.  Edward  C. 
McKeon  of  the  Edward  Dalton  Co.,  Evansville,  Indiana,  kindly 
supplied  the  Metrecal  for  this  study  and  the  following  state- 
ment concerning  its  vitamin  K content.  “The  milk,  soya  flour, 
com  oil  and  starch  used  in  Metrecal  are  quite  uniform  within 
lots  and  between  lots.  Each  lot  must  meet  our  rigid  specifica- 
tions before  its  is  accepted.  We  would,  therefore,  expect  the 
vitamin  K content  of  each  of  these  ingredients  to  be  fairly 
constant.” 
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Part  III.  Next,  a 25  day  experiment  was  con- 
ducted to  indirectly  assess  the  role  of  endogenous 
vitamin  K in  meeting  human  needs  (Fig.  No.  3). 
The  degree  of  hypoprothrombinemia  produced 
by  5 mg.  of  warfarin  per  day  and  a regular 
diet  was  established  in  Part  I of  this  experiment 
to  be  in  the  range  of  20%  to  40%  prothrombin 
activity.  Using  this  established  prothrombin  re- 
sponse it  was  proposed  to  detect  any  change  in 
the  amount  of  available  vitamin  K by  a decrease 
or  increase  in  the  prothrombin  activity  beyond 
this  20%  to  40%  range.  To  decrease  the  endogen- 
ous supply  of  vitamin  K by  reducing  the  intes- 
tinal flora,  6 Gms.  of  neomycin  per  day  (1  Gm. 
every  4 hours)  were  taken  by  mouth  over  a 20 
day  period.  To  increase  the  amount  of  vitamin 
K present  at  the  site  of  endogenous  production, 
a large  dose  of  this  vitamin  was  instilled  into 
the  descending  colon  on  two  different  days. 

A dose  of  100  mg.  of  vitamin  and  1 Gm. 
of  bile  salts**  were  instilled  to  35  cm.  via  a rectal 


“ Aquamephyton  (R) 
“"Decholin  (R) 


tube  introduced  through  a sigmoidoscope.  Two 
days  later,  a 500  mg.  dose  of  vitamin  K was  in- 
stilled to  25  cm.  by  simple  rectal  intubation. 
No  bowel  movement  followed  either  instillation 
of  vitamin  K for  over  12  hours.  The  prothrombin 
time  response  to  repeated  instillations  of  500  mg. 
of  vitamin  K by  rectal  intubation  to  25  cm.  was 
further  studied  in  two  ambulatory  patients  who 
were  receiving  fixed  daily  doses  of  15  and  10 
mg.  of  warfarin  respectively  (Fig.  No.  5). 

Part  IV.  A final  90  day  period  of  observation 
was  made  of  the  prothrombin  response  to  a 
fixed  daily  dose  of  15  mg.  of  warfarin  and  a 
fixed  daily  dose  of  5 mg.  of  vitamin  K while  the 
test  subject  ate  a regular  diet  (Fig.  No.  4). 
An  initial  30  day  period  (not  reported  in  Figure 
No.  4)  was  required  to  find  a suitable  dose  of 
warfarin  which  would  antagonize  5 mg.  of  vita- 
min K per  day  to  produce  a prothrombin  activity 
of  approximately  30%. 

Results: 

An  analysis  of  all  the  data  was  followed  by 
a second  analysis,  designated  “corrected,”  in 
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TABLE  I 

The  prothrombin  time  response  to  5 mg.  of  warfarin  per  day 
and  a regular  diet  compared  to  5 mg.  of  warfarin  per  day 
and  a fixed  diet  of  1800  Calories  of  Metrecal  per  day. 

Part  I 

Regular  Diet 

Part  II 
Fixed  Diet 
of  Metrecal 

p values 

Mean  Prothrombin  Time  in  % Activity  . . 

(Corrected)  

Average  Prothrombin  Difference  from  the 

(Corrected)  

Average  Day  to  Day  Prothrombin  Variation 
(Corrected)  

31.9% 

(31.4%) 

Mean  4.9% 

( 4.6%) 

6.4% 

( 5.3%) 

29.1% 

(28.7%) 

3.1% 

( 2.8%) 
3.5% 

( 3.2%) 

less  than  0.02 
(less  than  0.01) 
less  than  0.02 
(less  than  0.01) 

TABLE  II 

The  prothrombin  time  response  to  5 mg.  of  warfarin  per  day 
and  a regular  diet  compared  to  15  mg.  of  warfarin  per  day. 
5 mg.  of  vitamin  K per  day  and  a regular  diet. 

Part  IV  - Warfarin 
And  vitamin  K 
Part  I Together  with 

Regular  Diet  Regular  Diet 

p values 

Mean  Prothrombin  Time  in  % Activity  . . . 

(Corrected)  

Average  Prothrombin  Difference  from  the 

(Corrected)  

Average  Day  to  Day  Prothrombin  Variation 
(Corrected)  

31.9 

(31.4) 

Mean  4.9 

( 4.6) 

6.4 

( 5.3) 

22.5 
(22.1) 
5.1 
( 4.9) 
5.3 
( 4.2) 

Not  significant 
Not  significant 
Not  significant 
Not  significant 

which  those  prothrombin  determinations  which 
are  suspected  to  be  in  error  are  excluded.  Those 
determinations  which  differed  by  15%  or  more 
in  the  same  direction  firom  their  preceding  and 
following  determinations  were  excluded  as  prob- 
able errors  in  the  prothrombin  test.  One  deter- 
mination each  in  Parts  I and  II,  and  2 determina- 
tions in  Part  IV  were  excluded  in  the  “corrected” 
analysis,  and  each  is  designated  with  an  asterisk 
in  the  respective  Figures. 

An  arbitrary  two  week  period  of  equilibration 
was  allowed  for  each  new  regimen  in  Parts  I, 
II  and  IV. 

The  fixed  diet  of  Metrecal  resulted  in  a rela- 
tively stable  prothrombin  response  to  5 mg.  of 
warfarin  per  day  compared  to  the  regular  diet 
(Table  I).  The  mean  prothrombin  time  during 
the  Metrecal  diet  was  29.1%  which  is  in  a com- 
parable range  of  anticoagulation  to  the  mean 
of  31.9%  during  the  regular  diet.  The  average 
difference  from  the  mean  of  3.1%  during  the 
fixed  diet  was  significantly  less  than  the  4.9% 
during  the  regular  diet  (p  value  less  than  0.02). 
The  average  day  to  day  variation*  of  3.5%  per 
day  during  the  fixed  diet  was  significantly  less 
than  the  6.4%  per  day  during  the  regular  diet 
(p  value  less  than  0.02). 

The  regimen  of  vitamin  K and  warfarin  to- 

®This  calculation  excluded  the  differences  which  occurred  over 
each  weekend,  and  excluded  weeks  3,  4,  and  5 in  Part  I in 
which  tests  were  performed  only  3 days  per  week. 


gether  with  a regular  diet  did  not  result  in  a 
more  stable  prothrombin  time  response  than 
that  observed  with  a regular  diet  and  warfarin 
alone  (Table  II).  There  was  no  significant 
difference  in  the  average  difference  from  the 
mean  (5.1%  compared  to  4.9%)  and  no  signifi- 
cant difference  in  the  average  day  to  day  vari- 
ation (5.3%  compared  to  6.4%).  It  should  be 
noted  that  the  level  of  anticoagulation  during 
these  two  periods  was  not  in  the  same  range 
(22.5%  prothrombin  activity  compared  to  31.9%), 
and  as  a consequence,  the  results  presented  are 
not  entirely  comparable. 

Figure  No.  3 shows  that  neomycin  by  mouth 
for  3 weeks  and  a large  dose  of  vitamin  K by 
rectal  intubation  on  two  different  days  had  no 
apparent  effect  on  the  established  prothrombin 
response  of  20%  to  40%  activity  produced  by  5 
mg.  of  warfarin  per  day  and  a regular  diet.  Fig- 
ure No.  5 shows  that  repeated  large  doses  of  vita- 
min K by  rectal  intubation  in  two  additional  test 
subjects  had  no  apparent  effect  on  the  prothrom- 
bin response  to  a fixed  dose  of  warfarin.  In 
contrast,  a small  dose  of  10  mg.  of  vitamin  K 
by  mouth  in  Case  No.  2 produced  a 20%  increase 
in  the  prothrombin  time  in  24  hours. 

The  test  subject  remained  in  good  health 
throughout  this  experiment  aside  from  3 or  4 
minor  respiratory  infections  and  one  episode 
of  hematuria  which  occun-ed  while  a suitable 
dose  of  warfarin  was  being  sought  to  antagonize 
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5 mg.  of  vitamin  K per  day.  Petechiae  of  the 
ankles  were  noted  on  3 oceasions  without  ap- 
parent cause.  During  one  such  occasion,  the 
tourniquet  test  was  negative  and  the  platelet 
count  290,000  per  cu.  mm.  A complete  blood 
count,  urinalysis  and  a panel  of  liver  function 
tests  (including  a BSP  determination)  were  all 
within  normal  limits  at  the  beginning,  at  the 
mid  point,  and  at  the  end  of  the  e.xperiment. 

Discussion ; 

This  initial  90  day  period  of  this  anticoagula- 
tion study  reveals  a moderate  degree  of  pro- 
thrombin time  instability  in  response  to  a fixed 
daily  dose  of  warfarin  as  was  anticipated  from 
clinical  e.xperience.  The  prothrombin  time  was 
observed  to  change  an  average  of  6.4%  activity 
per  day.  The  cause  of  this  unstable  prothrombin 
time  response  to  a fixed  dose  of  anticoagulant 
is  poorly  understood  although  many  explana- 
tions have  been  offered.  Stephens  (17),  and 
Alexander  and  Wessler  ( 18 ) have  recently  re- 
viewed the  multiple  factors  believed  to  influence 
long  term  anticoagulation  stability.  Stephens 
believes  dietary  variations  and  absorption  vari- 
ations of  vitamin  K to  be  important  factors. 
Wessler  concludes  that  variables  inherent  in 
individual  patients  are  to  a great  extent  respon- 
sible for  the  difficulty  in  maintaining  the  de- 
sired level  of  hypoprothrombinemia.  Fremont 
(4)  on  the  other  hand  cites  the  inherent  charac- 
teristics of  the  anticoagulant  used  as  the  most 
important  factor  in  avoiding  “escapes”  from  anti- 
coagulation and  states  that  warfarin  is  superior 
to  dicumarol  in  this  regard.  Nora  (19)  and  Baer, 
et  al  (20)  have  written  in  support  of  the  superi- 
ority of  warfarin  over  dicumarol,  but  the  ex- 
periments of  Shapiro  ( 3 ) and  Rodman  ( 21 ) 
indicate  an  equal  variability  of  prothrombin  re- 
sponse to  these  two  drugs.  Owren  (22)  believes 
that  variations  in  intestinal  absorption  of  the 
anticoagulant  in  use  and  diet  variations  are  the 
most  frequent  reasons  for  unexpected  changes 
in  the  level  of  anticoagulation.  Finally,  Mayer 
(23)  has  recently  associated  anticoagulation  in- 
stability in  13%  of  the  patients  in  his  series  with 
emotional  lability  and  outbursts  of  acute  anxiety. 

It  is  believed  to  be  of  some  significance  that 
a relatively  stable  prothrombin  time  response  was 
produced  in  this  study  by  fixing  the  diet  and  the 
daily  CAD  dose.  The  average  day  to  day  differ- 
ence in  prothrombin  activity  during  this  period 
was  limited  to  3.6%  per  day  which  is  only  slightly 
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greater  than  the  average  2.7%  difference  ob- 
served in  100  duplicate  determinations  per- 
formed on  the  same  blood  sample.  These  re- 
sults suggest  that  dietary  variations  contribute 
importantly  to  the  variations  in  prothrombin  ac- 
tivity often  encountered  in  long  term  anticoagu- 
lation therapy.  These  results  also  suggest  that 
endogenous  supplies  of  vitamin  K from  bacterial 
synthesis  do  not  independently  meet  human 
needs.  An  alternate  conclusion,  however,  might 
be  considered  that  the  fixed  daily  diet  in  this 
experiment  provided  a fixed  substrate  from 
which  enteric  bacteria  synthesized  a constant 
amount  of  vitamin  K. 

Fixing  the  daily  diet  is  not  a practical  method 
to  obtain  a stable  prothrombin  response  in  long 
term  anticoagulation  therapy.  In  1956,  Babson 
(24)  suggested  that  variations  in  response  to 
dicumarol  therapy  are  perhaps  due  to  daily 
variations  in  dietary  vitamin  K.  He  proposed  to 
give  relatively  large  doses  of  vitamin  K along 
with  necessarily  increased  doses  of  dicumarol 
to  render  dietary  variations  of  vitamin  K negli- 
gible. Stephens  (17)  carried  10  of  his  patients 
on  dicumarol  plus  oral  vitamin  K for  2 years 
and  reported  a remarkable  stability  of  prothrom- 
bin response  in  this  small  group.  The  results  of 
the  single  experiment  herein  reported  do  not 
support  Babson’s  hypothesis  and  Stephen’s  clin- 
ical experience.  There  are  many  unknown  factors 
in  operation  when  relatively  large  doses  of  vita- 
min K and  warfarin  are  taken  together  by  mouth. 
Large  doses  of  these  chemicals  taken  over  an 
extended  period  may  not  act  in  the  same  antag- 
onistic fashion  known  to  exist  between  smaller 
doses  when  taken  over  a short  period.  The 
total  quantity  of  vitamin  K absorbed  and  me- 
tabolized by  human  beings  each  day  is  unknown. 
It  can  be  estimated  from  one  source  (25)  that 
the  vitamin  K content  of  the  diet  is  in  the  neigh- 
borhood of  1 mg.  per  day,  or  less.  Whether 
additional  vitamin  K is  available  to  man  from 
bacterial  synthesis  in  the  gut  is  unknown.  Possi- 
bly the  5 mg.  daily  dose  of  vitamin  K ingested 
by  the  test  subject  in  this  experiment  was  not 
sufficiently  large  to  render  negligible  the  day 
to  day  variations  in  available  vitamin  K.  This 
possibility  becomes  more  distinct  when  it  is 
appreciated  that  vitamin  K is  fat  soluble  and 
probably  incompletely  absorbed  when  adminis- 
tered by  mouth.  Michael  (26)  has  recently  re- 
ported that  85%  of  Ci4  labelled  vitamin  K given 
to  rats  by  gastric  intubation  could  be  recovered 
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in  the  stool.  It  is  possible  that  only  small  and 
variable  amounts  of  the  fixed  oral  dose  of  vita- 
min K were  absorbed  each  day  by  the  test  sub- 
ject in  this  experiment.  In  contrast  to  vitamin  K, 
warfarin  is  water  soluble  and  believed  to  be 
almost  100%  absorbed  from  the  intestinal  tract. 
These  considerations  suggest  a future  investi- 
gation. Possibly  the  administration  of  a sizable 
dose  of  a water  soluble  vitamin  K analogue 
such  as  menadione  sodium  bisulfite*  by  mouth, 
or  a sizable  parenteral  dose  of  natural  vitamin  K, 
along  with  a fixed  dose  of  warfarin  by  mouth 
each  day  would  produce  a relatively  stable 
prothrombin  time  response. 

Summary: 

In  an  eleven  month  anticoagulation  study 
utilizing  one  healthy  subject,  the  prothrombin 
time  response  to  a fixed  daily  dose  of  warfarin 
and  a regular  diet  showed  a relatively  unstable 
pattern  with  a day  to  day  average  variation  of 
6.4%  prothrombin  activity.  By  comparison,  the 
prothrombin  time  response  to  the  same  daily 
dose  of  warfarin  and  a fixed  daily  diet  of  Metre- 

“Hykinone  (R) 


cal  showed  a relatively  stable  pattern  with  a day 
to  day  average  variation  of  3.5%  prothrombin 
activity.  These  results  suggest  that  dietary  vari- 
ations may  contribute  importantly  to  the  instabil- 
ity of  long  term  anticoagulation  therapy  in  cer- 
tain patients. 

A practical  technique  was  investigated  to  ob- 
tain a relatively  stable  prothrombin  time  re- 
sponse by  the  administration  of  a fixed  dose  of 
vitamin  K and  warfarin  together  each  day.  This 
technique  did  not  produce  a more  stable  pro- 
thrombin time  response  than  that  observed  with 
a fixed  daily  dose  of  warfarin  alone.  An  average 
day  to  day  variation  of  5.3%  prothrombin  ac- 
tivity was  the  result  during  this  regimen  of  vita- 
min K and  warfarin  together. 

Repeated  administrations  of  large  doses  of 
neomycin  by  mouth  and  vitamin  K by  rectum 
had  no  apparent  influence  on  the  established 
prothrombin  time  response  to  a fixed  daily  dose 
of  warfarin.  These  observations  suggest  that 
vitamin  K may  not  be  absorbed  in  the  lower  in- 
testines of  human  beings  at  the  site  of  endo- 
genous production. 
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Geriatric  Ophthalmic  Surgery 

by 


John  Chenoult  Long,  M.D. 


A clear  and  concise  appraisal  of  cataract  surgery  in  elderly  individuals  is 
presented.  For  the  general  practitioner  or  the  physician  who  does  not  do 
eye  surgery,  it  may  answer  many  questions  that  patients  may  ask  of  you 
regarding  cataract  surgery. 

Of  interest  is  the  fact  that  while  there  have  been  improvements  in  cata- 
ract surgery  in  elderly  individuals,  the  use  of  Alpha  Chymotrypsin  is  not 
a drug  to  be  used  routinely  in  most  cases.  This  drug  does  have  some  dis- 
advantages and  should  be  reserved  for  the  younger,  more  difficult  cataract 
extractions.  The  use  of  local  anesthesia  and  early  ambulation  have  greatly 
reduced  the  morbidity  of  many  ophthalmic  surgical  procedures  in  elderly 
patients. 


The  removal  of  the  senile  cataract  is  the  most 
important  operation  of  geriatric  ophthalmic 
surgery.  It  has  been  said  that  everyone  will 
develop  cataract  if  he  lives  long  enough.  Cer- 
tainly some  trace  of  cataract  may  be  uni- 
versally found  in  people  past  sixty-five.  For- 
tunately, only  a relatively  few  develop  opacities 
to  a degree  causing  important  disability. 

There  have  been  progressive  improvements 
in  cataract  extraction  technique.  Very  complete 
anesthesia  and  akinesia  may  be  produced  by 
present  anesthetics  with  little  fear  of  toxic  re- 
actions. Lidocaine  hydrochloride  (xylocaine) 
with  or  without  hyaluronidase,  seems  the  most 
popular  agent  at  present.  Most,  but  by  no  means 
all,  surgeons  reserve  general  anesthesia  for  spe- 
cial cases.  The  operation  is  a brief  one,  so  the 
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hazard  of  anesthesia  is  minimal.  Pre  and  post- 
operative sedation  is  used  sparingly  to  reduce 
the  likelihood  of  confusional  states.  Even  the 
local  use  of  atropine  must  be  handled  with  care, 
as  some  elderly  patients  develop  a to.xic  psy- 
chosis from  this  drug. 

Better  closure  of  the  cataract  wound  by 
suturing  has  been  made  possible  by  the  intro- 
duction of  extremely  sharp  and  delicate  needles. 
The  profession  is  indebted  to  the  Swiss  firm  of 
Grieshaber  for  having  first  produced  these  su- 
perior needles.  At  present  a number  of  other 
firms  manufacture  a highly  satisfactory  product. 

The  introduction  of  enzymatic  zonulolysis  with 
alpha  chymotrypsin  by  Barraquer  has  simplified 
intracapsular  extraction  in  the  younger  age  group. 
This  enzyme,  when  injected  into  the  posterior 
chamber,  partially  dissolves  the  suspensory  liga- 
ment of  the  lens,  making  it  possible  to  deliver 
the  lens  within  its  capsule  with  less  force.  I 
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doubt  if  its  routine  use  is  justified  in  patients 
much  past  fifty  as,  thanks  to  the  increasing 
brittleness  of  the  zonule,  it  is  usually  possible 
to  satisfactorily  extract  these  lenses  without 
the  enzyme. 

In  special  cases  of  cataract  complicated  by 
glaucoma,  the  preoperative  use  of  carbonic  an- 
hydrase  inhibitors  such  as  acetazolamide  (dia- 
mox)  or  the  intravenous  use  of  urea  or  mannitol 
may  prevent  vitreous  prolapse  or  expulsive 
hemorrhage. 

These  various  factors  combine  to  make  cata- 
ract surgery  much  safer  than  formerly  and  to 
insure  a good  result  in  a very  high  percentage  of 
cases.  Especially  has  it  made  possible  the  sur- 
gery on  old  and  frail  people  with  little  likelihood 
of  causing  them  general  harm.  Tight  suturing 
of  the  wound  allows  early  ambulation.  We  rou- 
tinely have  our  cataract  patients  walking  around 
within  twelve  hours  of  the  surgery  and  they 
usually  go  home  on  the  third  or  fourth  post 
operative  day.  Post  operative  care  goes  on  in  the 
office  for  weeks,  but  hospital  confinement  is 
quite  brief. 

The  combination  of  local  anesthesia  and  early 
ambulation  makes  it  possible  to  operate  success- 
fully upon  almost  any  old  person  regardless  of 
his  general  physical  condition.  I do  not  mean 
that  diabetes,  hypertension,  asthma,  cardiac  di- 
sease and  many  other  factors  should  not  be 
considered,  but  that  they  rarely  constitute  a 
contraindication  nor  interfere  with  a good  result. 
Even  senile  dementia  is  not  a strict  contraindi- 
cation, as  many  such  patients  are  stimulated  by 
the  improved  vision  and  become  happier,  more 
alert,  and  more  easily  cared  for. 

Unfortunately,  many  elderly  cataract  patients 
have  other  ocular  problems  that  prevent  a per- 
fect visual  result  even  after  good  cataract  sur- 
gery. Senile  macular  degeneration,  diabetic  and 
hypertensive  retinopathy  are  common.  It  is  often 
worthwhile,  however,  to  remove  a cataract  even 
though  the  existance  of  these  other  lesions  is 
known  or  suspected. 

The  prime  indication  for  cataract  extraction 
is  the  visual  need  of  the  patient.  Present  tech- 
nique permits  the  removal  of  a cataraetous  lens 
at  any  stage  of  development.  The  old  custom 
of  waiting  for  a cataract  to  mature  is  not  only 
no  longer  necessary  but  is  really  quite  undesir- 
able. The  degree  of  development  at  which  cat- 
aract surgery  is  done  is  a matter  of  individual 


consideration.  A physician,  dentist  or  draftsman 
may  find  surgery  necessary  when  the  vision  is 
reduced  to  20/40  or  so,  while  an  elderly  house- 
wife may  be  content  to  watch  television  with 
20/70  vision.  The  shock  and  confusion  experi- 
enced in  adjusting  to  aphakic  vision  is  of  im- 
portance and  must  be  considered  in  recommend- 
ing cataract  surgery. 

In  general,  cataract  surgery  may  be  done  on 
practically  any  patient  when  the  need  arises. 
Advanced  age  and  poor  general  physical  con- 
dition need  not  necessarily  be  a contraindication. 
The  results  are  usually  good. 

Glaucoma  becomes  increasingly  important  with 
advancing  age.  Every  patient  past  forty  visiting 
an  ophthalmologist  should  have  a tonometric 
measurement.  We  have  found  it  expedient  to 
train  our  nurses  to  do  this.  Not  only  do  they  do 
it  quite  accurately,  but  we  find  that  many  more 
tests  are  done  than  when  we  did  them  all  our- 
selves. 

I will  mention  only  one  type  of  geriatric  glau- 
coma, that  associated  with  intumescent  or  hyper- 
mature  cataract.  Frequently  an  elderly  patient, 
if  he  sees  with  one  eye,  will  be  content  and 
will  decline  surgery  on  the  cataraetous  eye.  This 
is  often  a wise  decision,  but  sometimes  such  a 
cataract  will  progress  to  a state  of  hypermaturity 
and  give  rise  to  an  acute  glaucoma.  Happily, 
prompt  cataract  extraction  not  only  cures  the 
glauroma  but  also  restores  the  vision  of  the  eye. 
Postponement  of  surgery  under  these  circum- 
stances not  only  results  in  unnecessary  pain  but 
also  in  destruction  of  the  eye.  This  type  of 
glaucoma  is  fairly  common  and  one  should  be 
aware  of  its  possibility  in  geriatric  practice. 

Retinal  detachment  becomes  increasingly  fre- 
quent with  advancing  age.  This  condition  is  a 
major  calamity  and  requires  prompt  and  ener- 
getic surgical  treatment.  Unfortunately,  retinal 
detachment  eventually  becomes  bilateral  in  about 
one-third  of  the  cases.  For  this  reason,  one  should 
rarely  council  against  surgery  because  of  the 
patient’s  age.  The  patient  will  be  still  older 
when  the  other  retina  detaches. 

While  the  surgical  treatment  of  retinal  de- 
tachment remains  a formidable  procedure,  it 
can  usually  be  done  safely  with  a good  ex- 
pectation of  visual  salvage.  Local  anesthesia, 
scleral  resection,  silicone  implants,  etc.  contrib- 
ute to  safety  and  early  ambulation  in  these  old 
people. 
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The  Geriatric  Amputee 

by 


Robert  G.  Thompson,  M.D. 


d Dr.  Robert  G.  Thompson  has  covered  the  field  of  geriatric  amputee 
in  a most  complete  manner.  With  the  increase  in  the  number,  as  well  as 
the  age,  of  these  patients,  there  is  an  increase  in  amputations  due  to  vas- 
cular disease  problems  in  this  group  of  people.  The  method  of  selecting  the 
site  for  amputation  in  the  geriatric  patient  with  a vascular  disease  is  out- 
lined. The  need  for  exercise  to  maintain  strength  and  prevent  deformities 
of  the  adjacent  joints  is  stressed.  Though  the  use  of  a prosthesis  may  be 
contraindicated  in  some  elderly  patients,  the  type  of  prosthesis  and  the  care- 
ful review  for  the  need  of  a prosthesis  are  outlined. 


T the  National  Research  Council  conference  on 
the  “Geriatric  Amputee,”  held  in  April,  1961, 
in  Washington,  D.C.;  after  much  discussion,  the 
arbitrary  age  of  fifty-five  was  selected  as  the 
age  at  which  an  amputee  becomes  a geriatric 
problem.  It  is,  of  course,  well  known  that  people 
age  both  chronologically  and  biologically,  and 
a person  at  sixty  years  might  be  biologically 
younger  than  a person  who  is  age  fifty,  or  a 
person  who  is  age  seventy  might  be  considerably 
younger  than  another  who  is  sixty.  However,  the 
age  of  fifty-five  is  considered  to  be  the  age  at 
which  amputees  present  problems  which  are 
usually  associated  with  the  aging  process.  The 
number  of  people  in  this  age  bracket  is  increas- 
ing. In  the  United  States  today  there  are  esti- 
mated to  be  between  eleven  and  twelve  million 
persons  who  are  over  the  age  of  sixty-five.  It  is 
also  estimated  that  people  in  the  age  bracket 
of  forty-five  to  sixty-five  years  of  age  have  in- 
creased from  fourteen  percent  of  the  population 
in  1900,  to  about  twenty-two  percent  of  the 
population  in  1962.  The  average  life  expectancy 
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in  the  United  States  is  seventy  years  for  males 
and  seventy-one  years  for  females.  Thus,  there 
are  a greater  number  of  people  in  the  older  age 
brackets,  some  of  whom  may  become  amputees. 
It  is  further  noted  that  although  we  are  living 
longer,  it  is  not  necessarily  true  that  we  are 
in  better  physical  condition  than  fifty  years 
ago.  The  older  aged  person  today  has,  in  the 
average,  had  relatively  soft  living  conditions 
for  the  past  twenty  or  thirty  years;  people  in 
general  have  a great  deal  more  fat  content  in 
their  bodies.  The  automobile  has  lessened  the 
need  for  walking  or  self-transportation  and  con- 
sequently, our  lower  extremity  muscle  tone  and 
strength  is  considerably  less  than  it  might  have 
been  a number  of  years  ago.  In  addition,  because 
people  are  living  longer,  the  degenerative  dis- 
eases are  producing  more  disability  in  our  senior 
citizens. 

In  a series  of  1,450  older  aged  amputees,  who 
were  studied  in  the  National  Research  Council 
conference  in  1961,  it  was  noted  that  approxi- 
mately seventy-one  percent  of  this  group  had 
lost  their  limbs  because  of  a vascular  disease 
problem.(I)  In  this  same  group,  only  t^vo  per- 
cent had  lost  their  limbs  from  tumor;  6.6%  were 
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from  infection;  13.6%  from  trauma  and  6.8%  from 
other  various  etiologies.  It  thus  appears  that 
circulation  is  one  of  the  greatest  problems 
of  the  geriatric  amputee.  It  is  also  well  known 
that  arteriosclerosis  is  a bilateral  situation  in 
most  patients,  thus  when  one  leg  is  lost  because 
of  a vascular  problem,  one  might  expect  that  the 
chance  of  losing  the  opposite  leg  is  considerably 
greater  than  in  a person  who  does  not  have 
vascular  disease.  However,  in  this  large  group 
of  1,450  cases,  it  was  revealed  that  only  16.2% 
were  bilateral  amputees.  It  is  reasonable  to 
assume  that  we  are  faced  in  most  instances, 
therefore,  with  a unilateral  amputee  who  might 
have  or  has  vascular  disease  affecting  not  only 
the  arteries  of  the  extremities  but  the  arteries 
of  his  heart,  his  lung  tissue,  his  muscle  tissue, 
his  brain  tissue,  his  kidneys  and  his  liver. 
Deficient  circulation  in  the  cerebrum  is  usually 
associated  with  mental  quirks,  paranoiac  reac- 
tions, slowed  reflex  reactions,  poor  vision,  poor 
hearing  and  poor  equilibrium.  All  of  these  can 
or  may  be  complicating  factors  to  rehabilitation 
of  a patient  with  above-knee  amputation.  Ar- 
teriosclerosis with  the  limitation  of  blood  flow 
to  skeletal  muscles  produces  musculature  weak- 
ness in  the  opposite  leg,  a limited  reserve  action 
and  often  the  symptoms  of  intermittent  claudica- 
tion. Again,  because  of  poor  blood  supply,  there 
is  inadequate  replacement  of  tissue  loss  and/or 
wear  and  tear  changes  which  cause  skin  and 
connective  tissue  breakdown  with  ulceration, 
slow  or  no  healing.  The  geriatric  patient  like- 
wise may  be  suffering  from  degenerative  arthritis 
in  the  opposite  knee  or  hip  joint,  which  also  may 
limit  the  rehabilitation  goal. 

When  the  surgeon  is  presented  with  a patient 
who  has  vascular  disease  of  both  lower  extremi- 
ties, with  gangrene  involving  the  toes  on  one 
side,  the  level  of  amputation  is  ofttimes  too 
lightly  considered  to  be  that  of  an  above-knee 
amputation.  However,  it  has  been  shown  by 
Pedersen  and  Day (2)  that  where  only  a toe  is 
involved  with  gangrene,  where  the  foot  is  still 
warm,  the  patient  has  no  pain  at  rest,  and  where 
there  is  no  infection  present;  that  very  often 
a mid-metatarsal  amputation  will  provide  a 
healed  foot  stump  on  which  the  patient  requires 
only  the  most  limited  type  of  prosthetic  replace- 
ment. Where  the  gangrene  is  more  ex- 
tensive, there  is  absence  of  the  popliteal  pulse 
but  a palpable  femoral  pulse;  adequate  skin 


nutrition  below  the  knee,  a below-knee  amputa- 
tion ofttimes  will  survive.  In  a series  of  one 
hundred  and  seventy-seven  amputees  surveyed 
at  the  Rehabilitation  Institute  of  Chicago,  sixty- 
seven  of  this  group  presented  below-knee  ampu- 
tations. There  is  no  question  but  that  the  preser- 
vation of  the  knee  joint  is  a great  aid  in  rehabili- 
tation of  the  amputee.  In  patients  with  no 
palpable  femoral  pulse,  and  the  skin  nutrition 
below  the  knee  is  inadequate  to  properly  heal 
a below-knee  amputation,  then  the  above-knee 
amputation  is  certainly  the  level  of  choice.  It  is 
further  true  that  the  longer  the  above-knee 
amputation,  the  better  control  the  patient  will 
have  of  his  prosthesis.  The  supracondylar  ampu- 
tation level  is  therefore  encouraged  in  the  geria- 
tric group.  This  is  not  a level  of  choice,  however, 
where  the  suction  socket  method  of  suspension 
might  be  indicated. 

Following  the  amputation  procedure,  whether 
it  is  a below-knee  or  above-knee,  rapid  total  re- 
habilitation efforts  should  be  made  to  maintain 
normal  strength  in  the  upper  extremities  and 
the  unaffected  leg.  Shrinkage  of  the  stump 
(under  medical  supervision)  should  be  carried 
out  to  provide  a stump  that  will  be  ready  for 
early  prosthetic  fitting.  In  the  uncomplicated 
amputation,  the  stump  on  the  average  should 
be  ready  for  prosthetic  fitting  in  about  eight 
weeks.  Active  exercise  of  the  patient’s  unaffected 
extremity,  and  the  amputated  extremity  should 
be  insisted  upon.  All  too  often  in  rehabilitation 
amputee  clinics,  patients  are  seen  who  have 
abduction  or  flexion  contractures  at  the  hip,  or 
knee  flexion  contractures  in  the  below-knee 
amputated  extremity.  These  contractures  can  be 
definitely  avoided  and  prevented  by  proper  exer- 
cises beginning  within  the  second  or  third  post- 
surgical  day.  The  patient  should  be  encouraged 
to  bring  his  thighs  together,  should  be  en- 
couraged to  turn  on  his  abdomen,  and  extend  his 
thigh.  The  use  of  pillows  under  amputation 
stumps  should  be  discouraged  because  these  lead 
to  pernicious  habits  of  hip  and  knee  flexion. 
Prolonged  sitting  in  wheel  chairs  is  also  to  be 
avoided  because  of  the  danger  of  flexion  con- 
tractures of  both  hip  and  knee.  The  shrinking 
bandage  and  the  exercise  program  should  be 
definitely  under  the  control  of  the  surgeon  and 
persisted  in  right  up  to  the  time  the  patient  is 
ready  for  his  prosthesis. 

Each  healed  geriatric  amputee  should  be  ex- 


26 


Arizona  Medicine 


Original  Articles 


amined  with  a definite  hope  of  providing  pros- 
thetie  restoration  of  his  missing  part.  At  this 
point,  the  question  of  the  use  of  temporary  pylon 
eomes  into  the  picture.  The  only  real  advantage 
to  the  use  of  a pylon  is  in  the  patient  in  whom 
the  eventual  fitting  if  a prosthesis  is  highly  ques- 
tionable. A temporary  pylon  can  then  be  used 
to  decide  whether  or  not  the  patient  will  be  able 
to  stand  and/or  balance  sufficiently  well  to 
eventually  use  a prosthesis.  The  patient  with  a 
healed  amputation  stump,  who  has  adequate 
balance  ability,  adequate  musculature  strength, 
can  stand  between  parallel  bars  on  his  unaf- 
fected leg,  should  early  have  a definitive,  fin- 
ished, articulated  prosthesis  provided.  The  only 
absolute  contraindications  to  fitting  a lower  ex- 
tremity prosthesis  are  ( 1 ) in  a patient  who 
has  absolutely  no  desire  to  be  fitted  with  a 
prosthesis.  These  patients  will  not  do  well  when 
a prosthesis  is  forced  on  them.  A second  (2) 
contraindication  is  a patient  who  has  impending 
or  actual  gangrene  of  the  other  leg.  In  all 
probability  he  will  be  a bilateral  amputee  and 
the  fitting  of  a standard  length  prosthesis  to  a 
bilateral  amputee  in  the  geriatric  age  group  is 
usually  not  the  first  step  in  rehabilitation.  (3) 
Any  patient  who  has  such  severe  cardiovascular 
disease  that  even  sitting  in  a chair  is  not 
tolerated  will,  of  course,  not  use  a prosthesis 
to  any  degree  sufficient  to  warrant  going  through 
the  fitting  process.  (4)  The  patient  who  has 
multiple  handicaps  such  as  a triple  amputee,  a 
patient  with  a severe  neurological  disorder 
( severe  residuals  of  a cerebrovascular  accident ) , 
is  also  a usual  eontraindication  to  the  fitting 
of  a prosthesis.  Of  course,  during  the  time  of 
evaluation  of  a geriatric  amputee,  both  post- 
surgical  and  in  the  rehabilitation  amputee  clinic 
setting,  the  eventual  goal  or  outlook  of  this 
patient  should  always  be  kept  in  mind.  Some 
patients  may  be  provided  and  trained  with  a 
prosthesis  so  that  they  can  return  to  a remunera- 
tive vocation.  There  is  no  question,  of  course, 
as  to  the  fitting  of  a prosthesis  to  a patient  of 
this  type.  However,  a patient  who  is  home-bound 
can  effectively  use  a prosthesis  in  his  activities 
of  daily  living.  It  is  a great  deal  easier  to  get 
about  a house  with  a prosthesis  on,  than  in  a 
wheel  chair.  This  patient  certainly  deserves  a 
prosthesis.  The  patient  who  is  so  handicapped 
that  the  wheel  chair  is  the  only  possible  method 
of  locomotion,  may  wish  a prosthesis  for  cos- 
metic appearance  and  in  some  cases  as  a morale 


Figure  1 

Berkeley  Socket  Prosthesis  with  Pelvic  Belt  Suspension. 

builder.  And  so  a prosthesis  may  be  indicated 
even  in  the  patient  to  whom  a wheel  chair  is 
home.  These  goals  obviously  are  not  those  that 
we  seek  in  the  average  adult  amputee.  How- 
ever, we  feel  that  these  patients  do  deserve 
the  full  rehabilitation  effort  even  though  they 
are  wheel  chair  or  home-bound  in  their  activi- 
ties. 

The  geriatric  amputee  has  definite  indications 
and  contraindications  for  the  type  of  prosthesis 
which  is  provided  for  him.  In  a young  above- 
knee amputee,  the  use  of  suction  suspension 
will  provide  him  with  a prosthesis  suspension 
method  that  is  superior  to  the  pelvic  belt  or 
shoulder  suspender  harness.  The  geriatric 
amputee  with  his  limited  cardiovascular  re- 
serve and  usually  limited  muscular  strength, 
finds  that  applying  a suction  socket  prosthesis 
is  a major  chore  and  most  often  a problem  that 
cannot  be  surmounted  alone.  For  this  reason, 
namely  the  difficulty  of  putting  on  the  prosthesis, 
the  suction  socket  suspension  type  prosthesis  is 
usually  contraindicated  in  the  geriatric  amputee. 
It  is  much  simpler  to  pull  on  an  above-knee 
prosthesis  over  a stump  sock,  buckle  the  pelvic 
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Figure  2 A 

Berkeley  Quadrilateral  Socket. 
(Note  high  anterior  & lateral  walls) 


Figure  2B 

Top  View  of  Berkeley  Quadrilateral  Socket. 
Note  posterior  medial  prominence  (Ischial  seat) 


belt  (Figure  1),  and  be  on  his  way,  than  it 
is  for  the  amputee  to  struggle  into  a suction 
socket  prosthesis.  Many  geriatric  amputees  do 
well  with  the  Berkeley  shaped  quadrilateral 
socket  which  has  been  in  standard  use  for  above- 
knee amputees  for  the  past  five  or  six  years 
(Figure  2,  A and  B).  However,  some  geriatric- 
patients  will  find  during  prolonged  sitting,  that 
the  high  anterior  brim  of  the  Berkeley  socket 
causes  irritation  to  the  anterior  groin  area.  Ac- 
cordingly, the  Berkeley  socket  may  have  to  be 
modified  somewhat  to  provide  more  comfort  in 
sitting.  However,  the  ischial  seat  support  in  the 
quadrilateral  socket  is  very  definitely  to  be 
sought  in  the  geriatric  amputee,  as  it  is  in  the 
young  adult  amputee. 

The  essential  requirement  of  a knee  mechanism 
in  the  geriatric  patient  is  that  it  be  stable  at  heel 
strike.  When  the  patient  swings  his  leg  forward 
to  the  initial  stance  phase  of  a step,  the  knee 
miisi:  not  buckle  under  him  when  he  transfers 
his  weight  to  his  prosthetic  leg.  For  the  patient 
who  has  a long  stump  and  good  control  of  the 
prosthesis,  simply  placing  a simple  constant 
friction  knee  joint  posterior  to  the  line  drawn 
from  the  trochanter  through  the  knee  to  the 
ankle,  will  usually  give  adequate  built-in  stabil- 
ity to  his  prosthesis.  However,  the  patient  with 
the  short  stump,  who  has  weak  musculature  may 
benefit  from  the  use  of  a friction  type  breaking 
mechanism,  built  into  the  prosthesis.  A few 
patients  who  require  excessive  knee  stability 
may  require  a knee  lock  built  into  the  prosthesis 
to  lock  when  they  are  standing  and  walking. 
However,  whenever  possible,  motion  of  the  knee 
of  the  prosthesis  should  be  utilized. 

The  below-knee  amputee  in  the  geriatric  group 
can,  in  many  cases,  be  provided  with  a total 
contact  patellar  bearing  type  of  prosthesis,  with 
the  use  of  a condylar  strap  (Figure  3).  This  is 
a light  prosthesis  and  when  properly  aligned, 
the  patient  walks  very  well.  In  the  diabetic  am- 
putee or  the  group  of  patients  with  poor  nutri- 
tion below  the  knee  area,  the  increased  skin 
and  stump  pressure  that  one  needs  to  ab- 
sorb in  this  new  prosthesis,  will  sometimes  dictate 
further  support,  namely  the  use  of  a thigh  corset 
and  knee  hinges.  In  some  patients  who  have 
very  inadequate  skin  reserve  or  ulceration,  the 
use  of  an  ischial  weight  bearing  thigh  corset  may 
be  indicated.  The  Syme’s  amputation  level  is  not 
frequently  carried  out  in  the  geriatric  amputee, 
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however,  wlien  a patient  is  successfully  ampu- 
tated at  the  Syme’s  level,  the  new  Canadian  type 
Syine’s  amputation  prosthesis  ordinarily  can  be 
used  (juite  successfully.  A few  amputees  may 
complain  about  the  rigidity  and  firmness  of  the 
socket,  and  some  will  then  have  to  be  fitted  with 
the  older  style,  double  upright  Syme’s  prosthesis 
with  the  leather  laced  socket. 

In  summary  then,  the  geriatric  amputee  has 
to  be  approached  with  a great  deal  more  respect 
for  lessened  tissue  tolerance  (to  pressure)  both 
in  his  stump  and  in  his  remaining  leg.  In  addi- 
tion, general  medical  reasons  may  oeeasionally 
contraindieate  the  use  of  a prosthesis  (the  pres- 
ence of  heart  disease,  poorly  controlled  diabetes 
or  impending  loss  of  the  opposite  leg).  How'- 
ever,  all  geriatric  patients  should  be  evaluated 
for  a possible  prosthesis.  Finally,  the  rehabilita- 
tion goals  in  the  geriatric  amputee  may  have  to 
be  modified  in  view  of  associated  disease  or 
disability. 


Figure  3 

Patellar  Tendon  Bearing  Prosthesis  with  Condylar  Strap 
Suspension. 
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COINCIDENCE  VS.  EVIDENCE  IN  DRUG  EVALUATION 

Just  what  these  new  (FDA)  regulations  will  do  to  the  introduction  of  new 
remedies  will  not  be  apparent  for  some  time.  A reasonable  guess  is  that  fewer 
new  drugs  will  be  introduced  and  the  prices  of  drugs  will  be  higher  because  of 
the  new  costs  added  to  the  testing.  The  difficulty  of  separating  coincidence 
from  evidence  is  seldom  appreciated.  Common  symptoms  such  as  thrombophle- 
bitis, skin  reactions  and  headaches  may  be  coincidental  with  the  administra- 
tion of  various  remedies.  Intensive  investigation  may  be  necessary  to  separate 
the  coincidence  from  the  incidence.  — Morris  Fishbein,  M.D.,  In  Postgraduate 
Medicine,  June  1963. 
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The  Appraisal  of  Gastroscopic  Biopsy  and 
Critique  of  Hemochromatosis 

by 


Martin  S.  Kleckner,  Jr.,  M.D. 


Gastroscopic  biopsy  of  the  gastric  mucosa  to  demonstrate  iron  deposition 
within  the  chief  cells  is  suggested  as  a preliminary  diagnostic  procedure  in 
cases  of  hemochromatosis.  Although  liver  biopsy  is  probably  more  depend- 
able, gastroscopy  provides  another  avenue  of  approach. 


IT  IS  WELL  known  that  in  some  cases  of 
hemochromatosis  gastroscopic  visualization 
reveals  reddish-brown  pigmentation  of  the  gastric 
mucosa.  Frequently,  gastroscopic  biopsy  stained 
with  Berlin  or  Prussian  blue  histologically  ex- 
poses hemosiderin  or  iron  in  the  chief  cells  of 
the  patient  with  hemochromatosis.  In  separate 
investigations  of  the  significant  pathological  dif- 
ferences of  primary  and  secondary  hemochroma- 
tosis and  transfusional  hemosiderosis,  iron  was 
observed  in  the  stomach  in  73  per  cent  of  either 
primary  or  secondary  hemochromatosis  and  in 
10  per  cent  of  transfusional  hemosiderosis.  ( 1,2,3) 
Althausen  and  his  co-workers  suggest  that  a 
rough  correlation  exists  between  the  intensity  of 
the  iron  pigmentation  in  the  liver  and  in  gastric 
mucosa. (4)  Our  findings  agree  with  their  ex- 
perience, nor  was  there  observed  any  significant 
abberation  in  the  basic  gastric  secretion  nor 
volume  of  free  hydrochloric  acid. 

Hemochromatosis  is  classified  as  one  of  the 

Presented  before  the  annual  meeting  of  The  American  Society 
for  Gastro-intestinal  Endoscopy,  New  York  City,  April  25,  1962. 
909  East  Brill  Street,  Phoeni.x,  Arizona. 


iron-storage  states,  a specific  disease  with  a 
primary  ( classical ) or  secondary  type,  the  former 
acknowledged  as  occurring  in  generations  or  in 
families.  The  accumulation  of  excessive  amounts 
of  iron  is  a striking  pathological  and  biochemical 
finding.  Investigational  data  of  radioisotope  in- 
testinal absorption  demonstrate  large  amounts 
and  retention  of  Fe(59)  in  hemochromatosis, 
as  much  and  even  more  than  in  chronic  iron 
deficiency,  polycythemia  vera,  pernicious  anemia 
in  remission  or  acute  viral  or  toxic  hepatitis. 
Iron  is  stored  primarily  in  the  retieulo-endothelial 
system  of  the  body,  and  if  the  amount  of  this 
metal  is  retained  quantitatively,  tlie  liver,  pan- 
creas, heart,  endocrine  glands  and  gastrie  por- 
tion of  the  alimentary  canal  are  specific  sites 
of  deposits.  Naturally,  then  needle  biopsy  of 
the  liver  or  gastroscopic  biopsy  are  diagnostic 
methods  of  hemochromatosis.  The  liver  of  hemo- 
chromatosis contains  from  25  to  100  times  the 
normal  amount  of  iron,  the  pancreas  from  22 
to  50  times,  the  heart  from  10  to  80  times  and 
the  stomach  from  20  to  45  times  the  normal 
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amount  of  iron.  ( 1,3, 5, 6)  In  order  to  differenti- 
ate histologically  hemochromatosis  from  hemo- 
siderosis, certain  criteria  were  employed,  as  fol- 
lows, but  with  an  understanding  that  in  medical 
science  there  are  and  always  will  be  the  e.xcep- 
tion.  Cirrhosis  (nodular  regeneration  as  the  sine 
(jua  non)  is  always  present  in  hemochromatosis 
and  absent  in  hemosiderosis  (Figure  1).  Iron 
is  always  present  in  the  hepatic  cells  and  Kupf- 
fer's  cells  of  the  liver  in  both  conditions;  it  is 
usually  present  in  the  bile  ducts  and  hepatic 
stroma  of  hemochromatosis,  whereas  iron  is  often 
present  in  the  bile  ducts  of  hemosiderosis  (Fig- 
ure 2).  Iron  is  usually  present  in  the  gastric 
glands,  the  chief  instead  of  the  parietal,  and 
often  present  in  hemosiderosis.  These  broad 
statements  are  the  pathological  findings  original- 
ly of  42  patients  with  hemochromatosis  and  20 
cases  of  transfusional  hemosiderosis.  At  the  pres- 
ent time  Ave  have  and  are  continuing  investiga- 
tion of  84  cases  of  primary  hemochromatosis  and 
7 cases  of  secondary  hemochromatosis. 

Three  separate  families  were  investigated  w4th 
primary  heredital-familial  hemochromatosis.  This 
gave  us  an  opportunity  to  compare  the  diagnostic 
value  of  needle  biopsy  of  the  liver  and  gastro- 
scopic  biopsy  in  hemochromatosis.  Table  I dis- 
closes that  iron  is  always  found  in  the  liver  in 
hemochromatosis  but  not  necessarily  in  the 
stomach.  These  families  of  primary  or  classical 
hemochromatosis  occurred  in  men,  especially  in 
the  fifth  or  sixth  decade  of  life,  with  hepato- 
splenomegaly,  diabetes  mellitus,  cutaneous  mela- 
nosis, sexual  hypoplasia  or  various  combinations 
of  these  manifestations  or  clinical  findings.  Pa- 
tients with  this  condition  may  have  sudden  or 
slow  development  of  the  clinical  manifestations 
of  this  disease. 

Table  I also  reveals  that  hemochromatosis 
might  be  clinically  active,  pathologically  more 
advanced,  but  that  cirrhosis,  even  in  an  early 
stage  of  development,  is  or  should  be  an  invari- 
able pathological  finding  together  with  the  afore- 
mentioned excessive  sites  of  iron-stores.  We  have 
noted  that  approximately  half  of  our  series  of 
primary  hemochromatosis  have  alcoholism.  Also, 
both  of  these  conditions  have  an  increased  in- 
cidence of  duodenal  or  gastric  ulcers.  Alcoholism, 
hepatitis,  pancreatitis,  protein  malnutrition  and 
also  hepatotoxic  agents  are  recognized  as  cir- 
rhotogenic.  Parenchymatous  iron,  on  the  other 
hand,  is  only  a hypothetical  cause  of  cirrhosis 


Figure  1.  Transabdominal  needle  biopsy  of  the  liver  in 
primary,  heredito-familial  hemochromatosis, 
histological  features  of  cirrhosis,  broadened 
stroma  and  deposits  of  iron  (hemosiderin)  in 
hepatic  cells,  Kupffer’s  cells,  stroma  and  epi- 
thelium of  bile  ducts  (H  & E counterstained 
with  Prussian  Blue  XllO). 


Figure  2.  Same  as  Figure  1 except  that  this  needle 
biopsy  was  transthoracic  and  that  the  liver 
in  hemochromatosis  was  much  less  advanced 
histopathologically,  demonstrating  areas  in 
which  normal  vascular  relationships  persist. 
The  portal  tracts  illustrate  increased  fibrous 
connective  tissue  and  stationary  central  vein. 
Very  early  garland-like  regenerative  nodules. 
(H  & E counterstained  with  Prussian  Blue 
XllO). 
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Figure  3.  Gastroscopic  Biopsy  of  patient  with  early, 
unadvanced  hemochromatosis.  Liver  is  Figure 
2.  Slight  amount  of  iron  in  chief  cells  of  the 
mucosa  of  stomach.  No  other  structural  ab- 
normalities. (H  & E counterstained  with  Prus- 
sian Blue  XllO). 

even  to  date.  Heredito-familial  hyperferremia 
or  increased  intestinal  absorption  of  iron  and 
independent  cirrhosis  from  any  cause  is  an  en- 
ticing etiologic  postulation  of  hemochromatosis. 
Hemochromatosis  is  not  a sex-link  defect  because 
4 per  cent  of  the  primary  type  and  29  per  cent 
of  the  secondary  type  occurs  in  females.  It  has 
been  postulated  that  the  genetic  factors  deter- 
mining hemochromatosis  are  polymeric,  not  de- 
termined by  a single  autosomal  gene,  have  a 
recessive  pattern  of  inheritance;  however,  in  our 
families  of  hemochromatosis  the  inheritance  is 
more  in  keeping  with  a dominant  form  with 
incomplete  penetrance.  ( 7 ) 

In  the  B family,  investigation  was  brought  up 
to  February,  1962,  it  is  noted  as  expected  that 
the  hepatic-profile  studies,  which  include  the 
more  sensitive  serum  glutamic  oxaloacetic  and 
pyruvic  transaminase,  plasma  cholinesterase, 
serum  isocitric  dehydrogenase  in  addition  to  the 
conventional  liver  hepatic  function  tests,  were 
within  reasonably  normal  limits.  I gastroscoped 
the  older  patient  with  hemochromatosis  who 
had  chronic  hypertrophic  gastritis,  in  whom 
gastroscopic  biopsy  disclosed  iron  in  the  chief 


cells  in  the  glandular  gastric  mucosa  associated 
with  marked  round  cell  infiltration.  The  gastro- 
scopic visualization  of  this  patient  was  dark  red 
with  the  conventional  landmarks  of  chronic  . 
hypertrophic  gastritis. 

Twelve  patients  with  primary  hemochromatosis 
have  been  gastroscopically  biopsied  and  visual- 
ized. In  11  cases  iron,  to  some  degree,  depending 
upon  the  extent  of  development  both  clinically 
and  pathologically,  was  observed  in  the  chief 
cells  of  the  gastric  glands  from  specimens  ob- 
tained with  the  Benedict  operating  gastroscope  I 
(Figure  3).  If  the  gastric  tissue  is  not  stained 
specifically  for  iron,  the  histological  observa- 
tion of  hemosiderin  may  be  lacking.  The  ob-  ■ 
server  must  not  rely  upon  identification  of  pig-  : 
ment  using  the  conventional  hemotoxylin-eosin 
stain.  Simultaneously,  all  of  the  12  patients  had  ! 
needle  biopsies  of  the  liver  which  were  patho-  ; 
gnomonic  of  hemochromatosis. 

The  findings  of  this  investigation  disclose  that  ; 
hemochromatosis  is  diagnosed  principally  by  : 
needle  biopsy  of  the  liver,  may  be  suggested 
by  gastroscopic  biopsy,  and  may  be  augmented  ; 
by  determinations  of  elevation  of  serum  iron  ' 
and  saturation  of  the  iron-binding  globulin. (8) 

It  is  not  to  be  unheeded  that  a thorough  history, 
physical  examination,  family  history,  and  review 
of  systems  of  the  body  are  mandatory  for  the  ; 
clinician  to  contemplate  hemochromatosis. 
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Washington  s address  to  Officers  of  the  Army,  March  15, 1783 

“If  men  are  to  be  precluded  from  offering  their  sentiments  on  a matter  . . . 
reason  is  of  no  use  to  us;  the  freedom  of  speech  may  be  taken  away,  and  dumb 
and  silent  we  may  be  led,  like  sheep  to  the  slaughter.” 
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Problems  of 
Tympanoplastic  Surgery 

by 

Seymour  J.  Brockman,  M.D. 


A lucid  explanation  of  the  recent  advances  in  tympanic  surgery  and, 
II  more  importantly,  a review  of  the  indications  and  of  what  may  be  expected 
II  from  these  procedures.  A timely  reminder  that  cure  of  chronic  infection 
§ is  also  demanded  of  the  surgeon.  Finally,  a review  of  the  causes  of  failure 
11  is  presented. 


Little  more  than  a decade  ago  the  theories 
and  techniques  of  modern  tympanoplastic 
surgery  were  developed  by  Wullstein  ( 1 ) and 
Zollner. (2)  Then,  as  now,  the  two-fold  aim  of 
reconstructive  middle  ear  surgery  was  1)  the 
total  eradication  of  infection  and  reestablish- 
ment of  a completely  healthy  middle  ear,  and  2 ) 
the  preservation,  maintenance,  and/or  restora- 
tion of  hearing.  To  do  this,  however,  the  two 
frequently  are  in  conflict  because  control  of 
disease  involves  removal  of  tissue  which  may 
lead  to  further  hearing  loss. 

This,  then,  is  one  of  the  problems  of  tympano- 
plasty — the  human  factor  — for  the  objectivity 
of  the  otologist  and  the  attitude  and  understand- 
ing of  the  patient  are  of  primary  importance  if 
a result  satisfactory  to  both  surgeon  and  patient 
is  to  be  achieved. 

The  patient  often  comes  to  the  otologist  for 
hearing  rehabilitation  rather  than  control  of  in- 
fection. In  most  instances,  the  surgical  procedure 
he  has  heard  of  and  asks  for  is  stapes  mobiliza- 
tion. Frequently,  this  patient  has  resigned  him- 
self to  living  with  a chronic  draining,  suppurat- 
ing ear  without  too  much  concern,  unaware  that 
he  is  still  susceptible  to  potential  secondary  seri- 
ous complications  such  as  intracranial  spread. 
Consequently,  he  experiences  initial  disappoint- 
ment on  learning  that  he  is  not  a good  candidate 
for  stapes  surgery.  Because  of  his  renewed  in- 
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terest  in  the  possibility  of  hearing  again,  how- 
ever, he  is  more  amenable  to  discussing  phases 
of  tympanoplastic  surgery.  It  is  important  for 
the  otologic  surgeon  to  recognize  this  and  to 
realize  his  responsibility  to  the  patient  to  explain 
fully  that  the  primary  purpose  of  reconstructive 
temporal  bone  surgery  is  the  total  removal  of 
the  infection  and  that  the  restoration  of  hearing 
is  a secondary  aim.  The  otologist  must  maintain 
his  objectivity,  for  tympanoplastic  surgery  is 
fraught  with  great  technical  difficulties,  and  poor 
results  regarding  restoration  of  hearing  are  fre- 
quent. 

Since  tympanoplasty  is  an  evolutionary  type  of 
surgery,  and  one  that  will  not  remain  static,  the 
surgeon  must  maintain  a constant  awareness  of 
new  techniques  and  approaches  used  by  others. 
He  must  not  only  be  skilled  in  surgery  of  the 
temporal  bone  and  its  environs,  but  he  must 
be  well  versed  in  the  physiology  and  pathology 
of  the  temporal  bone.  He  must  be  familiar  with 
all  the  available  equipment  and  instruments 
necessary  to  perform  this  procedure,  and,  as  in 
all  types  of  surgery,  he  must  avail  himself  of 
opportunities  to  observe  the  actual  surgery  as 
performed  by  others.  Also  to  be  stressed  is  the 
importance  of  keeping  up-to-date  on  current 
literature. 

Wullstein’s  classification  of  tympanoplasty  out- 
lines five  basic  methods  of  converting  the  sound 
apparatus  in  the  temporal  bone  to  a w'orking 
mechanism  for  conducting  sound.  However,  all 
tympanoplasties  do  not  fall  neatly  into  one  of 
these  categories,  and  the  findings  at  surgery 
sometimes  necessitate  a modification  of  one  of 
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the  five  types  or  a combination  of  several  of 
the  types  Wullstein  has  outlined.  The  surgeon 
must  be  prepared  by  extensive  personal  experi- 
ence and  previous  observations  to  make  these 
decisions  at  the  time  of  surgery.  He  must  also 
be  prepared  for  disappointment  with  regard  to 
hearing  gain  as  compared  to  stapes  mobiliza- 
tion, but  in  practically  all  cases  he  should  be  able 
to  eliminate  infection  of  the  temporal  bone. 

The  causes  for  failure  of  tympanoplastic  sur- 
gery are  varied,  and  only  a careful  analysis  of 
each  case  can  help  in  obtaining  improvement 
of  the  results.  Failure  can  be  due  to  an  inade- 
quate appraisal  of  a patient’s  suitability  for 
tympanoplastic  surgery  or  a failure  in  technique. 
We  have  found  that  the  failures  can  be  categor- 
ized in  two  groups:  1)  those  patients  who  were 
not  candidates  for  tympanoplastic  surgery  due 
to  one  or  more  pre-existing  conditions,  and  2) 
those  patients  who  were  candidates  but  failed 
to  reach  predicted  neural  level  or  who  experi- 
enced even  further  hearing  loss. 

In  the  first  category,  let  tis  examine  and 
briefly  discuss  those  conditions  which  preclude 
tympanoplastic  surgery  — the  contraindications: 

1.  Severe  Sensorineural  Hearing  Loss.  If  a pa- 
tient has  a severe  neural  loss  secondary  to  his 
infection,  no  surgical  procedure  at  the  present 
time  will  succeed  in  bringing  his  level  of  hear- 
ing to  normal  threshold.  Occasionally  a patient 
will  have  a moderately  severe  neural  loss  com- 
bined with  a moderate  conductive  loss.  If  the 
operation  is  successful,  his  hearing  may  be 
brought  up  to  the  neural  level,  which  will  still  be 
below  normal  hearing.  This  must  be  explained 
to  the  patient. 

2.  Diffuse  Cholesteatosis.  This  condition  exists 
primarily  in  children.  It  may  be  described  as  a 
diffuse,  squamous  epithelial  invasion  of  the  en- 
tire cellular  structure  of  the  temporal  bone.  In 
spite  of  the  benefit  of  the  microscope  as  a sur- 
gical aid,  the  most  competent  otologic  surgeon 
is  often  unable  to  be  certain  that  all  cholesteato- 
ma has  been  eradicated.  Rather  than  bury  po- 
tential cholesteatoma  and  infection  under  the 
graft  of  a tympanoplasty,  I feel  that  the  most 
extensive  radical  mastoidectomy  possible  should 
be  performed.  After  a suitable  period  of  time, 
a secondary  tympanoplastic  procedure  may  be 
performed. 

3.  Invasive  Tympanosclerosis.  This  condition 
is  characterized  by  deposits  of  large  masses  of 
hyalinized  material  in  the  submucosal  layers  of 


the  tympanic  cavity  and  mastoid  in  which  the 
ossicles  are  usually  embedded.  While  attempts 
to  remove  localized  areas  may  seem  successful 
and  results  of  tympanoplasty  are  occasionally 
successful,  in  one  case  in  my  experience  the 
process  eventually  involved  the  graft  as  well 
as  diffuse  extension  into  the  middle  ear.  Covering 
the  middle  ear  and/or  mastoid  is,  in  essence, 
the  same  as  covering  a case  of  diffuse  cholestea- 
tosis. 

4.  Specific  Bacteriologic  Problems.  Certain 
bacterial  infections  which  are  resistant  to  anti- 
biotics will  persist  in  suppurating  in  spite  of 
radical  surgery  to  the  temporal  bone.  Not  all 
of  the  cells  of  the  temporal  bone  can  be  ex- 
enterated,  and  covering  up  infection  will  only 
result  in  the  loss  of  the  graft  as  a minor  con- 
sequence, with  probable  intracranial  complica- 
tions as  a major  consequence,  particularly  in 
chronic  cases  of  Proteus  vulgaris.  Pseudomonas 
and  Mycobacterium  Tuberculosis. 

5.  Atrophic  or  Deficient  Mucosa  of  the  Middle 
Ear.  This  applies  to  the  patient  with  an  ad- 
hesive thin  drum  plastered  to  the  promontory 
which,  at  separation,  reveals  bare  bone  over 
most  of  the  middle  ear.  Attempts  at  reconstruct- 
ing a cavum  minor  with  mucosal  implants  such 
as  buccal  mucosa,  sinus  linings,  and  veins  or 
plastic  material  have  not  been  successful. 

6.. Closed  Eustachian  Tube.  This  condition 
cannot  always  be  determined  prior  to  surgery. 
The  factors  of  allergy,  sinusitis,  nasal  obstruction, 
endocrine  status,  anatomical  abnormalities,  local 
infection  and  polypoid  changes  about  the  intra- 
tympanic  orifice  and/or  pharyngeal  orifice  must 
first  be  evaluated.  Attempts  to  correct  these  con- 
ditions, when  present,  must  be  made  prior  to 
surgical  intervention.  When  it  is  impossible  to 
improve  tubal  function,  then  a successful  pro- 
cedure is  unlikely. 

7.  Presence  of  Acute  Infection.  If  acute  exacer- 
bations of  chronic  ear  disease  or  acute  infection 
per  se  (acute  otitis  or  mastoiditis)  require  ex- 
tensive temporal  bone  surgery,  such  operations 
should  take  precedent  over  any  tympanoplastic 
surgery.  If  tympanoplasty  is  still  indicated  fol- 
lowing complete  recovery,  it  may  be  performed 
as  a secondary  operation. 

In  the  second  category,  I should  like  to  list 
and  discuss  the  primary  causes  of  failure  in 
those  patients  who  were  considered  good  can- 
didates for  tympanoplasty: 

1.  Split-Thickness  Grafts.  In  these  cases  the 
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graft  gradually  sloughed  in  part  and  the  exposed 
iirea  gradually  enlarged  to  lay  bare  the  middle 
ear.  Though  the  initial  results  in  improved  hear- 
ing had  been  excellent,  the  hearing  later  deteri- 
orated and  necessitated  revision  with  a peri- 
chondral graft.  Problems  with  full-thickness 
grafts  are  encountered  where  the  graft  has  a 
tendency  to  de-epithelialize  and  slough  its  outer 
layer.  The  hearing  result  may  be  satisfactory, 
but  the  cavity  will  remain  wet  and  must  be  con- 
stantly cleansed  and  kept  dry.  This  is  disturbing 
and  must  be  watched  to  avoid  secondary  infec- 
tion. It  should  be  noted  here  that  although  there 
is  some  difference  of  opinion  among  otologists 
as  to  the  material  to  be  used  and  technique  to 
be  employed  in  grafting,  we  have  found  that  all 
skin  grafts  carry  a high  rate  of  slough. 

2.  The  Use  of  Polyethylene  Struts.  Results  in 
improvement  in  hearing  in  Type  III  tympano- 
plasty over  Type  IV  tympanoplasty  led  us  to 
the  use  of  a polyethylene  strut  as  a contact  be- 
tween a mobile  footplate  and  the  graft  when 
the  stapedial  crura  were  necrotic  or  destroyed. 
Initially  the  results  were  most  satisfactory,  but 
in  time  the  strut  eroded  through  the  graft.  The 
eroded  area  enlarged,  and  suppuration  made  it 
necessary  to  remove  both  the  strut  and  the  graft. 
Type  IV  tympanoplasty  was  then  performed  but 
was  not  as  successful  as  it  might  have  been  as  a 
primary  procedure. 

3.  Manipulation  of  the  Stapes  and/or  the  Foot- 
plate. In  all  instances  we  are  dealing  with  an 
infected  middle  ear.  The  body  has  succeeded  in 
building  barriers  against  this  infection.  It  is  a 
temptation  to  try  to  manipulate  a fixed  stapes 
due  to  otosclerosis,  tympanosclerosis  or  inflam- 
mation, to  test  phase  relationship  to  the  round 
window. 

Manipulation  which  is  too  assiduous  can  result 
in  opening  the  labyrinth  and,  as  a lesser  com- 
plication, may  cause  a serous  or  circumscribed 
labyrinthitis.  A major  complication  is  a total  loss 
of  hearing.  In  stapes  surgery  with  no  infection, 
the  number  of  cases  resulting  in  total  deafness 
has  increased  with  footplate  manipulation. 
When  infection  is  present,  the  chance  of  perma- 
nent damage  is  greatly  increased. 

4.  Atrophic  Mucous  Membrane  of  the  Middle 
Ear.  Previously  discussed. 

5.  Recurrent  Cholesteatosis.  Previously  dis- 
cussed. 
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6.  Tympanosclerosis.  Previously  discussed. 

7.  Infection  of  the  Cavity.  The  otologist  must 
develop  scrupulous  techniques  for  the  aftercare 
of  the  cavity.  I prefer  to  do  all  my  dressings  in 
the  office  rather  than  the  hospital.  Patients  are 
required  to  come  to  the  office  for  postoperative 
care  for  a minimum  of  three  weeks.  This  period 
is  extended  if  the  ear  is  not  healed  sufficiently 
at  the  end  of  that  time.  If  secondary  infection 
does  develop,  all  steps  must  be  taken  to  elimi- 
nate it  entirely  or  the  graft  will  slough  in  part 
or  in  toto. 

The  contraindications  and  problems  causing 
failure  previously  discussed  continue  to  be 
stumbling  blocks;  nevertheless,  many  factors 
once  thought  to  be  insurmountable  are  being 
eliminated  due  to  modern  surgical  miscroscopy, 
perfection  of  illumination,  magnification,  and 
control  of  infection  by  antibiotics.  In  those  areas 
which  remain  troublesome,  it  can  be  stated  with 
conviction  that  great  progress  is  being  made  in 
this  relatively  new  art  of  tympanoplasty. 

The  literature  of  the  past  four  years  evidences 
the  widespread  interest  in  reconstructive  ear 
surgery.  It  will  continue  to  be  an  intriguing  and 
provocative  subject  until  the  dream  of  temporal 
bone  surgeons  is  realized. 

Summary 

1.  The  otologist  must  maintain  his  objectivity 
and  the  patient  must  be  well  informed  as  to 
the  primary  and  secondary  objectives  of  tym- 
panoplastic  surgery. 

2.  The  surgeon  must  be  up-to-date  on  new 
procedures  and  techniques  and  must  be 
thoroughly  familiar  with  work  done  by  others, 
both  through  personal  observation  and  by  a 
knowledge  of  the  current  literature. 

3.  Contraindications,  both  immediate  and  en- 
during, to  tympanoplastic  surgery  are  discussed. 

4.  Causes  for  failure  in  patients  who  were 
suitable  candidates  for  tympanoplastic  surgery, 
but  who  failed  to  achieve  their  predicted  neural 
level,  are  discussed. 

5.  Problems  once  thought  to  be  insurmount- 
able are  being  conquered  due  to  modern  surgical 
microscopy  and  antibiotics,  and  great  progress 
is  being  made  in  those  areas  which  remain 
troublesome. 
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Arizona’s  History  of  Surgery 
Part  1 

by 

Audrey  D.  Stevens 


Audrey  D.  Stevens 


Those  of  you  who  have  no  interest  ('tis  sad  for  you)  in  Arizona  frontier 
tales,  stop  here.  Mrs.  Stevens  has  collected  a treasure  of  "medadotes."  A 
refreshing  project  for  a physician's  wife  — a bit  off  beat  from  "kountry 
klubbing"  and  "do  gooding"  so  prevalent  in  opulent  Arizona.  For  the 
aficionado,  come  listen  as  the  author  visits  with  some  of  your  predecessors. 


Preface 

I could  really  “talk  up  a storm”  on  the  sheer  joy 
I had  in  doing  this  paper. 

At  first  I found  it  very  difficult  to  convince 
people  that  I was  actually  serious  about  my  re- 
search, but  after  this  was  accomplished  it  was 
fairly  smooth  sailing.  The  percentage  of  hospitals 
and  doctors  that  answered  my  letters  was  not 
as  good  as  I would  have  liked,  but  the  ones 
that  did  answer  were  so  interesting  that  I would 
practically  walk  the  floor  waiting  for  my  hus- 
band to  get  home  so  I could  share  them  with  him. 

In  reading  about  the  lives  of  these  doctors  who 
played  such  an  integral  part  in  Arizona  History, 
I felt  that  I actually  knew  them  as  a friend,  and 
in  reading  their  obituaries  I knew  the  sadness 

Tliis  begins  a five-part  series  written  by  the  wife  of  W.  C. 
Stevens,  M.D.  of  Kearny,  Arizona. 


that  their  patients  must  have  felt  at  their  passing. 

These  doctors  and  their  wives  lived  quite 
differently  than  we  do  today.  Some  roads  were 
so  narrow  and  rough  that  the  doctors  had  to  go 
by  horseback  to  wherever  they  were  called.  Most 
doctors  worked  alone,  and  consultations  were 
few  and  far  between.  A doctor  was  truly  alone 
with  only  his  education,  his  intestinal  fortitude 
and  his  God  to  guide  him. 

Along  with  his  medical  bag  he  usually  carried 
a gun  to  protect  himself  from  bandits  or  Indians. 
More  than  one  doctor  was  killed  by  one  or  the 
other.  To  survive  to  the  age  of  fifty-five,  as 
did  Dr.  Goodfellow,  took  a constitution  of  iron. 

Yes,  I am  really  “hooked”  — I doubt  if  I will 
ever  pick  up  a newspaper  and  read  an  obituary 
concerning  one  of  “our  boys”  and  not  wonder 
what  interesting  stories  he  could  have  told  had 
he  had  the  time  to  do  so. 
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First  Settlers  in  Arizona 

PRIOR  to  1846  Arizona  was  a part  of  Mexico. 

After  tlie  ^\’ar  \\4th  Mexico  and  due  to  the 
terms  of  the  treaty  of  Guadalupe  Hindalgo, 
the  larger  part  of  Arizona  lying  north  of  the 
Gila  River  became,  together  with  the  state  of 
New  Mexico,  the  Territory  of  New  Alexico. 

In  1853  the  land  south  of  the  Gila  River 
became  part  of  Arizona  through  the  Gadsen 
Purchase.  Ten  years  later,  in  1863,  Arizona  be- 
came an  independent  territory  of  the  United 
States.  In  1912  it  became  the  forty-eighth  state 
of  the  Union. 

However,  long  before  Arizona  was  a territory 
or  a state,  the  first  settlers,  the  Indians,  had  their 
own  methods  of  curing  ailments.  The  Apache 
“medicine  men”  specialized  in  their  own  cures. 
They  were  usually  organized  into  societies  and 
upon  the  type  of  ailment  depended  which  “medi- 
cine man”  was  called.  The  Hopi  and  Navajo 
youths  spent  years  living  with  and  being  trained 
by  the  older  “medicine  men.”  They  had  many 
chants  to  learn  and  much  depended  on  the 
chants  being  said  perfectly.  The  Navajo  also 
used  “sweat  baths.”  All  types  of  living  quarters 
were  used,  such  as  their  customary  dwellings 
( teepees  or  earth  mounds ) which  they  protected 
with  skins  and  covered  with  grass  or  blankets. 
They  would  make  the  dwelling  as  air  tight  as 
possible  and  used  heated  stones  with  water  to 
make  the  steam(l).  The  Pima  Indians  always, 
upon  the  death  of  one  of  their  members,  burned 
their  living  quarters  and  moved  to  a new  loca- 
tion ( 2 ) . 

An  Apache  by  the  name  of  Garlos  Montezuma 
(Indian  name  Wassaja)  was  the  first  Indian  to 
become  a doctor  of  medicine.  Dr.  Montezuma 
was  approximately  six  when  left  an  orphan  dur- 
ing one  of  the  many  wars  between  the  Apache 
and  Pima  Indians.  He  was  sold  by  three  of  his 
Pima  Indian  captors  in  Florence,  Arizona  to  a 
photographer  by  the  name  of  G.  Gentile(3). 

In  1884  Dr.  Montezuma  received  his  Bachelor 
of  Science  degree  in  Ghemistry  from  Illinois 
University(4).  In  1889  he  graduated  from  Ghi- 
cago  Medical  Gollege.  After  a short  time  with  the 
Indian  Bureau  in  North  Dakota(5)  the  Doctor 
went  into  what  was  to  become  a very  suc- 
cessful private  practice  in  Ghicago,  Illinois(6). 

In  1922  he  was  ill  with  diabetes  and  tubercu- 
losis and  came  to  Phoenix  to  die  among  his  own 
people(7).  For  a few  days  he  stayed  with  friends 
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and  then  moved  to  Fort  McDowell. (8). 

Mr.  George  Webb  in  his  book  entitled  “A  Pima 
Remembers”  states,  “One  of  the  boys  told  me 
that  the  doctor  was  there  and  very  sick.  He 
asked  me  if  I would  like  to  see  him.  I said  I 
would  like  to  see  him  very  much. 

He  took  me  to  a ‘clas-ki’  made  of  willow  poles 
and  brush  covered  with  canvas.  There  was  a 
passage  way  about  four  feet  high,  three  feet 
wide  and  about  three  yards  long.  To  get  in,  I 
had  to  get  down  on  my  hands  and  knees.  There, 
on  the  dirt  floor,  was  spread  an  expensive  blan- 
ket on  which  the  Doctor  lay.  To  one  side  was 
a suitcase  full  of  expensive  clothes.  The  room  was 
full  of  people.  My  visit  was  very  brief  as  the  Doc- 
tor was  on  his  last  stage  of  life. 

A few  days  later  he  died.”(9) 

Arizona  newspapers  quite  often  had  articles 
and  even  case  histories  of  the  doctors  practicing 
in  Arizona.  One  such  item  in  the  Arizona  Miner 
reads,  “Dr.  Kendall  succeeded  in  e.xtracting  bul- 
let from  under  left  false  rib  of  Mexican  wounded 
by  Indian  at  Toll-Gate.”  Another  — “Wounded  in 
recent  Indian  attacks  are  at  Ft.  Whipple  Hos- 
pital, J.  J.  Gibson,  Wm.  King  and  Thos.  Bon- 
net.” (10) 

The  newspapers  didn’t  play  favorites  as  they 
iilso  reported  case  histories  of  the  Indian  medi- 
cine men.  “Small  pox  got  among  the  Indians  on 
the  other  side  of  the  river.  The  poor  wretches 
have  suffered  terribly  for  want  of  food  and 
clothing  and  presumably  some  deaths  have 
occurred  among  them.  For  obvious  reasons  we 
have  not  investigated  the  matter  closely.  The 
Indian  medicine  men  must  have  had  a rough 
time  of  it.  Each  of  them  is  allowed  to  have 
six  patients  die  under  his  treatment,  but  when 
the  seventh  dies,  the  corpse’s  friends  club  the 
doctor  to  death.  Last  week,  by  permission  of 
chief  Pascual,  a medicine  man  shot  two  babies, 
placing  them  so  that  one  bullet  killed  both.  They 
had  small  pox  and  were  pronounced  past  the 
doctor’s  skill  when  he  was  called  in.  Therefore 
their  deaths  do  not  count  on  his  limit  of  six. 
Nice  people.”  ( 11 ) 

“Small  pox  is  still  on  the  decrease  here.  Two 
of  the  doctors  tell  us  they  think  there  can  not 
now  be  more  than  15  cases.  Pascual,  chief  of  the 
Yumas,  says  there  are  now  no  cases  among  his 
tribe,  all  having  got  well  that  did  not  die.  So 
few  of  the  Indians  have  painted  their  faces 
black,  that  there  could  not  have  been  many 
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deaths  among  them.  Black  paint  is  their  regula- 
tion mourning.”  ( 12 ) 

Arizona  is  noted  for  it’s  history  of  skirmishes 
with  the  Indians.  One  such  fight  was  at  Big  Dry 
Gulch,  which  is  located  in  the  heavy  pine  for- 
est on  the  high  summit  of  the  Mogollon  range. 
Lieutenant  Morgan  with  Chaffee’s  troop  was 
having  unusual  success  at  shooting  Indians  in 
ambush  when  in  his  e.xcitement  he  over-exposed 
himself  and  got  shot  by  an  Indian.  “The  bullet 
struck  a rib  and  slid  under  the  skin  lodging  in 
the  muscles  of  the  back.”  Dr.  Charles  B.  Ewing 
(late  Colonel)  was  the  surgeon  who  removed 
the  bullet.  Lieutenant  Morgan  years  later  be- 
came Colonel  Morgan.  (13) 

Another  skirmish  on  the  Mogallons  took  place 
one  hundred  miles  from  Camp  Verde  where 
Dr.  Warren  E.  Day  was  camp  doctor.  The  date 
was  October  31,  1874.  Captain  King  was  shot 
between  the  left  elbow  and  shoulder  by  an 
Indian  lying  in  ambush.  A messenger  was  sent 
to  get  Dr.  Day  and  he  left  Camp  Verde  at  10:00 
p.m.  the  night  of  November  1 with  nine  men  as 
an  escort.  To  quote  Dr.  Day’s  letter  written  in 
1913,  “I  left  Verde  about  ten  o’clock  the  night 
of  November  1 with  an  escort  of  cavalry  and 
an  ambulance  with  some  led  horses.  I went  to 
the  head  of  Beaver  Creek  and  camped.  Left 
there  early  the  next  morning  and  got  into  a 
snow  storm  on  the  Mogollons.  Reached  Pine 
Springs  the  second  night  and  snow  was  three  or 
four  feet  deep.  It  was  so  cold  the  ambulance 
driver  was  badly  frozen  and  I had  to  drive  the 
ambulance  myself.  The  animals  were  put  into  a 
corral  that  night.  About  four  o’clock  the  next 
morning  the  men  came  and  woke  me  and  said 
the  mules  had  all  got  out  and  wanted  to  know 
what  to  do.  There  was  one  horse  that  did  not  get 
away.  I took  that  horse  the  next  morning  and 
with  my  instruments  in  my  hands  rode  on  to 
Captain  King,  a distance  of  twenty-two  miles. 

I found  King  lying  in  his  blankets  with  a com- 
minuted fracture  of  the  left  arm  between  the 
elbow  and  shoulder.  Of  course,  under  ordinary 
circumstances,  it  was  an  injury  that  would  have 
required  amputation.  Before  I got  off  my  horse 
and  could  get  to  work,  King  held  up  his  right 
arm  and  said,  ‘This  is  all  right,  if  you  want  to 
take  that  (pointing  to  his  left  tirm)  off  you  will 
have  to  take  my  good  arm  off  first.’  ” 

During  the  Spanish  American  War  Captain 
King  was  promoted  to  Brigadier  General,  and 


his  comments  in  1928  regarding  Dr.  Day’s  work 
were,  “He  smashed  an  old  cigar  box  and  made 
splints  of  it,  bandaged  the  arm  carefully  and 
nursed  and  cared  for  me  till  I was  fully  recov- 
ered.” Surgeons  of  the  regular  army,  notably  Dr. 
McKee,  Chief  Suigeon  of  the  Department  of  San 
Francisco  and  Dr.  Lippincott,  Chief  Surgeon  at 
Prescott  both  told  me  afterwards  that  no  one 
could  possibly  have  handled  the  case  more  skill- 
fully than  did  the  Ititle  doctor  from  Camp 
Verde.” 

It  was  eight  or  nine  years  before  the  arm 
finally  healed.  Fragments  of  bone  were  exuding 
all  those  years  and  the  wound  led  to  Brigadier 
General  King’s  retirement.  ( 14 ) 

I wrote  to  Dr.  Clara  S.  Webster,  a member 
of  the  “Fifty  Year  Club,”  to  ask  her  if  she  knew 
who  was  the  first  woman  doctor  of  Arizona. 
She  wrote  back  that  she  did  not  know,  but  added 
a very  cute  and  true  story  about  “our  first  sett- 
lers” that  Dr.  Mary  Neff  told  her. 

“Dr.  Neff  was  practicing  in  Phoenix  early  in 
the  present  century  when  she  was  hurriedly 
called  to  attend  an  Indian  woman  in  childbirth. 
Twins  were  born;  and  immediately  the  Indian 
husband  jumped  up  with  a hatchet  in  hand,  held 
it  over  the  wife’s  head  and  threatened  to  kill  her 
instantly  unless  she  revealed  who  the  ‘other 
man’  was.  Dr.  Neff  assured  him  that  the  birth 
of  twins  was  by  no  means  a rarity!  He  angrily 
retorted  that  inasmuch  as  the  doctor  was  a wo- 
man she  would  naturally  side  with  the  wife  and 
he  refused  to  believe  her.  Finally  Dr.  Neff  pro- 
posed that  they  call  in  a man  with  the  title  of 
Judge  and  have  him  settle  the  dispute.  His 
decision  was  accepted  and  the  wife  was  cleared 
of  any  suspicion.” (15) 

In  1930  the  first  school  of  nursing  for  Indian 
girls  was  established  by  Dr.  Clarence  G.  Sals- 
bury.  His  letter  was  so  interesting  that  I de- 
cided to  share  it  with  you  readers.  “The  Sage 
Memorial  Hospital  School  of  Nursing  was  start- 
ed in  September,  1930.  Governor  Moeur,  John  G. 
Hunter,  Agency  Superintendent  and  Red  Point 
one  of  the  most  famous  old  medicine  men  of  his 
day  were  the  commencement  speakers. 

Later  representatives  of  nearly  fifty  tribes  and 
a number  of  girls  from  other  minority  groups 
were  enrolled.  There  was  a hard  and  fast  rule 
that  we  would  not  accept  anglo  white  girls 
as  they  had  plenty  of  opportunity  to  enroll  in 
the  city  hospitals. 
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We  graduated  a total  of  two  hundred.  There 
were  several  Eskimos,  a Phillipino,  several  Chi- 
nese and  Japanese  and  several  Cubans. 

Fifty  percent  of  the  graduates  at  the  time  of 
the  war  were  in  Service  all  over  the  world.  We 
participated  in  the  Nurses  Cadet  program.  Two 
of  the  Cadet  Nurses  launched  one  of  the  victory 
ships  at  Los  Angeles.  The  first  Navajo  girl  to 
graduate  was  the  daughter  of  a medicine  man. 
She  was  my  surgical  supervisor  for  six  years.  She 
entered  the  Army  Nurses  Corps  during  the  war 
and  became  a Captain. ”( 16) 


FOOTNOTES 
Chapter  I 

1.  “This  Is  Arizona,”  A supplement  to  “Arizona  Days  and 
Ways”  published  by  Arizona  Republic,  (page  303). 

2.  George  Webb,  “A  Pima  Remembers,”  (page  38). 

3.  Oren  Arnold,  “Savage  Son,”  (page  60). 

4.  Ibid.,  (page  178). 

5.  Ibid.,  (page  184). 

6.  Ibid.,  (page  210). 

7.  Ibid.,  (page  244-245). 

8.  Anna  A.  Shaw,  Phoenix  Gazette,  June  1958,  (no  page). 

9.  George  Wehb,  op.  cit.,  (page  31). 

10.  Arizona  Miner,  Nov.  7,  1868,  2:3. 

11.  Arizona  Sentinel,  Feb.  16,  1878,  Vol.  6,  No.  45,  Col.  2, 
(page  3). 

12.  Ibid.,  Col.  1,  (page  3). 

13.  Britton  Davis,  “The  Truth  About  Geronimo,”  (page  21). 

14.  Orville  Harry  Brown,  M.D.,  collection  History  of  Medicine 
in  Arizona,  (unpublished),  Vol.  2. 

15.  Glara  A.  Webster,  (personal  correspondence),  June  21, 
1962. 

16.  Glarence  G.  Salsbury,  M.D.,  F.A.G.S.,  (personal  corres- 
pondence), June  1962. 


Part  II  will  appear  in  Vol.  21,  No.  3 


WHICH  ONE  WILL  IT  BE? 

“Physicians  can  be  classified  under  the  following  three  categories:  1. 
bones’  — those  who  talk,  talk,  talk,  but  never  act;  2.  ‘Wish  bones’  — those  who 
are  wishing  that  someone  would  do  something  about  the  situation  (but  not  them- 
selves); 3.  ‘Back  bones’  — those  who  do  not  only  talk,  but  act,  take  an  interest 
and  do  whatever  job  is  required.” 


ADMINISTRATIVE  WOES  OF  NEW  DRUG  LAW 

Nearly  all  (pharmaceutical)  companies  report  that  their  costs  have  risen. 
Most  of  the  additional  expense  is  in  the  areas  of  research,  packaging,  labeling, 
advertising,  and  in  meeting  foreign  competition.  One  company  estimates  an  in- 
crease of  seven  per  cent  in  research  costs,  due  exclusively  to  additional  paper- 
work. Another  states  it  will  have  to  destroy  $85,000  in  non-complying  packag- 
ing materials  despite  every  effort  to  anticipate  the  regulations  and  minimize 
losses.  Still  another  company  had  to  reprint  inserts  for  and  repackage  450,000 
items  already  in  inventory  or  actually  distributed  when,  in  its  judgment,  the 
change  demanded  was  minor,  or  questionable  validity  and  could  just  as  well 
have  been  made  effective  with  new  production.  Because  of  the  amount  of  in- 
formation now  required  in  advertisements,  many  companies  fear  they  must  now 
purchase  multiple  section  ads  where  before  smaller  ads  were  sufficient,  or  give 
up  some  of  their  advertising.  The  requirement  that  the  generic  name  be  used 
every  time  the  trade-mark  is  mentioned  is  anticipated  to  prove  cumbersome  and 
only  time  will  reveal  how  costly  and  grotesque  in  appearance  this  type  of  dis- 
play may  prove  to  be.  — Austin  Smith,  M.D.,  President,  Pharmaceutical  Manu- 
facturers Association,  to  Federal  Bar  Association  meeting,  Washington,  D.  C., 
June  27,  1963. 
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In  Sprains,  Strains  and  Muscle  Spasm,  ^Soma’  Compound 

numbs  the  pain...not  the  patient 


A potent  analgesic  and 
a superior  muscle  relaxant 


1.  A sprain  or  fracture  is  not  a big  clinical  problem— 
but  it  does  hurt.  And  if  there  is  housework  to  do  and 
kids  to  mind,  the  patient  needs  something  to  numb 
the  pain. 

2. A.P.C.  compounds  have  limited  usefulness;  and 
the  patient  can  buy  them  without  your  prescription. 
Unfortunately,  most  of  them  are  too  mild  to  be  effec- 
tive for  sprains— and  more  potent  products  too  often 
make  the  patient  feel  ‘dopey’. 

3.  ‘Soma’  Compound  is  ideal  in  these  cases.  Since  it 
contains  both  ‘Soma’  ( carisoprodol ) and  acetophenet- 
idin  it  is  both  a potent  analgesic  and  a superior  mus- 
cle relaxant;  it  also  contains  caffeine  to  offset  any 
drowsiness  (“numbs  the  pain . . . not  the  patient”). 


4.  Why  not  try  ‘Soma’  Compound?  Dosage  is  1 or  2 
tablets  q.i.d.  For  more  severe  pain,  try  ‘Soma’  Com- 
pound-1-Codeine.  Dosage:  1 or  2 tablets  q.i.d. 

5.  Hypersensitivity  to  carisoprodol  may  occur  rarely. 
Codeine  may  produce  addiction,  nausea,  vomiting, 
constipation  or  miosis. 


Soma^Compound  ^ 

carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg. 


SonufCompound+Codeine  j 

carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg., 
codeine  phosphate  16  mg.  (Warning -may  be  habit  forming.) 


V^/®WALLACE  LABORATORIES  j Cranbury,  N.J. 
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UOCTORS  of  the 
State  of  Arizona: 
The  New  Year  is 
before  us  and  not  in 
the  happy  sense  that 
we  would  like  to 
have.  Onr  thinking 
and  feelings  are  still 
shocked  and  clouded 
by  the  tragic  death  of 
onr  President,  John  F. 
Kennedy,  whose  life 
was  ended  on  Nov- 
ember 22,  1963  by  a 
bullet  from  an  assas- 
sin in  Dallas,  Texas.  The  horror,  the  grief  and 
sadness  has  covered  not  only  onr  country,  but 
the  whole  world. 

The  President’s  widow  has  given  us  a mag- 
nificent example  of  courage  and  strength  to  carry 
on  as  we  must  in  our  grief  to  keep  our  country 
strong,  keep  the  government  functioning  to  face 
the  problems  at  home  and  abroad. 

OUR  new  president,  Lyndon  B.  Johnson,  moved 
quickly,  surely  and  with  strength  in  our  great 
hour  of  weakness  and  sadness.  There  was  no  in- 
terruption, no  uncertainty  and  no  faltering  in  the 
process  of  government.  All  Americans  rallied  to 
the  new  president.  He  has  our  support  and  best 
wishes. 

Mr.  Johnson  has  indicated  a continuation  of 
the  late  president’s  policy  in  regard  to  Civil 
Rights,  Tax  Cut  and  Fedicare.  There  must  be 
no  letup  in  our  opposition  to  Fedicare.  Our 
Operation  Hometown  Organization  must  remain 
intact,  strong,  active  and  effective. 

King-Anderson  HR  3920 

The  scheduled  nine  days  of  hearing  on  HR 
3920  began  on  Monday,  November  18,  and  end- 
ed abruptly  and  decisively  on  Friday,  November 
22,  1963  with  the  assassination  of  the  President. 
Chairman  Mills  has  announced  that  future  public 
hearings  on  the  King-Anderson  bill  will  be  re- 
sumed in  January.  It  is  reported  that  our  pres- 
entation was  well  documented  and  well  received, 
while  that  of  our  opponents  had  little  except 
emotional  appeal,  with  little  or  no  documenta- 
tion. 

Something  that  has  been  pointed  out  from 
time  to  time  was  presented  by  Senator  Karl 
Mundt  ( R. ) South  Dakota,  who  charged  the  De- 
partment of  HEW  with  the  obstruction  of  Kerr- 
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Alills.  He  said,  “I  say  the  Department  is  guilty  of 
failing  to  carry  out  congressional  intent  by  a pro- 
gram of  deliberate  sabotage  of  an  act  passed 
by  Congress  and  signed  by  the  President.”  Spe- 
cific department  staff  men  were  named.  He  spe- 
cifically cited  activities  of  other  department  men 
in  obstructing  the  enactment  of  the  Iowa  MAA 
program  and  delays  in  obtaining  approval  of  the 
South  Dakota  program. 

This  activity  of  one  department  of  government 
failing  to  carry  out  or  sabotaging  the  congres- 
sional intent  is  just  one  in  many  that  occur. 

Mr.  JOHNSON,  our  new  president,  has  listed 
Fedicare  as  one  of  the  must  bills  to  be  pass- 
ed. Again,  we  must  be  on  our  guard,  keep  our 
organizations  intact  and  be  prepared  to  give 
our  best  efforts  at  the  appropriate  time.  Dr.  Annis 
has  just  stated,  “This  is  a call  to  arms!  Now  is 
the  time  to  begin  an  all-out  effort  to  defeat  the 
King-Anderson  bill.” 

The  Doctors,  their  wives  and  our  friends  have 
done  a splendid  job,  and  I can  only  say  much 
more  will  be  expected  of  us  before  victory  is 
obtained.  Our  way  of  life  is  precious  with  its  free 
medical  systems.  We  must  safeguard  this  rich 
heritage  to  cherish  it  and  pass  it  on  to  our 
children. 

State 

At  the  time  of  the  last  House  of  Delegates 
meeting  in  Alay,  1983,  in  Tucson,  an  Ad  Hoc 
Committee  was  appointed  to  appraise  Blue 
Shield.  After  much  deliberation,  this  committee 
requested  that  the  National  Association  of  Blue 
Shield  send  a task  force  of  experts  to  Arizona 
to  help  solve  the  problem  here.  The  group  of 
experts  finished  their  survey.  Five  recommen- 
dations were  made  for  immediate  action  which 
were  accepted  by  the  Arizona  Blue  Shield  Board 
of  Directors.  Don  Lau,  because  of  illness,  an- 
nounced his  retirement  from  active  management 
on  December  31,  1963.  A meeting  of  the  cor- 
porate body  of  Arizona  Blue  Shield  Aledical 
Service  that  had  been  called  for  November  30 
was  postponed  until  the  first  of  the  year.  We 
wish  our  prepaid  service  insurance  plan  God 
speed  during  the  year  and  with  the  hope  that 
we  are  on  the  right  track,  and  that  the  year 
ahead  will  mean  gains  for  Blue  Shield. 

Don’t  forget  the  three  bills  for  re-introduction 
into  the  Arizona  Legislature  after  the  first  of 
the  year: 

1.  Our  New  Medical  Practice  Act. 
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2.  An  Amendment  to  the  Basic  Science  Law. 

3.  A much  needed  Arizona  implementation  to 
the  Kerr-Mills  Law. 

4.  I understand  a Good  Samaritan  Bill  will 
be  introduced  which  is  greatly  needed. 

We  can  all  help  these  bills  by  giving  encour- 
agement and  a good  word  to  our  Legislators. 
To  continue  to  give  the  best  possible  medicine  to 
the  people  of  Arizona,  these  bills  are  sorely 
needed.  We  need,  if  necessary,  to  give  yoeman 
service  to  their  passage. 

Public  Health 

Public  Health  through  the  country  and  the 
state  organizations  play  an  important  part  in  our 
everyday  life.  They  deserve  and  should  have 
the  support  of  every  member  of  our  Arizona 
Medical  Association.  The  appreciation  of  the 
role  of  public  health  by  the  doctors  is  so  impor- 
tant. We  must  eonvince  our  patients,  the  citizens 
in  our  communities  and  the  Legislators  that  pub- 
lic health  must  be  supported  beeause  it  is  essen- 
tial to  a strong  and  well  Arizona.  Unless  we  take 
the  lead  with  constructive  leadership  in  devel- 
oping a strong  State  Health  Department,  we  will 
find  ourselves  pushed  in  backwards. 


A THOUGHT  from  Dr.  Hugh  Smith,  “Both 
clinical  medicine  and  public  health  have  skills 
and  disciplines  that  are  required  for  the  solution 
of  many  of  society’s  current  health  problems. 
Why  not  pool  them  and  work  together?  The  atti- 
tudes of  mutual  suspicion  are  harmful  and  in- 
crease the  inefficiency  of  services  that  are  bad- 
ly needed  by  the  public.  Gertainly  many  of  our 
strides  in  health  can  be  credited  to  the  work  of 
public  health.” 

Public  Health  is  an  important  facet  or  part 
of  our  health  team  in  our  communities,  and  it 
should  have  the  wholehearted  cooperation  of  or- 
ganized medicine. 

Health  officers  are  doctors  who  want  to  work 
with  us  and  for  us.  They  can  help  in  many  ways 
to  hold  back  the  onslaught  of  socialized  medicine. 

In  the  long  run,  our  attitudes  toward  public 
health  — our  utterances  and  thinking  in  our 
communities  can  help  our  State  Department  of 
Health  in  its  relationship  to  the  State  Legisla- 
ture, especially  in  regard  to  budgets  and  ade- 
quate salaries  for  its  staff. 

William  B.  Steen,  M.D. 
President 
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Upon  arisinp,  noso  was  open”  ...  or  how  another  happy 
patient  describes  the  nasal  decongestant  action  of  Dime- 
tapp  Extentabs*— how  would  your  patients  describe  it?/ In 
Sinusitis,  Colds,  U.R.I.,  up  to  10-12  hours’  clear  breathing 
on  one  tablet/ Also  available:  Dimetapp  Elixir,  for  t.i.d.  or 
q.i.d.  dosage.. 

Dimetapp  Extentabs 

[Dimetane°  (brompheniramine  maleate),  12.0  mg.; 
phenylpropanolamine  hydrochloride,  15  mg.; 
phenylephrine  hydrochloride,  15  mg.] 

A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20.  VA. 

♦ CLINICAL  REPORT  ON  FILE,  MEDICAL  DEPT.,  A.M.  R0BIN6  CO.,  INC. 


BRIEF  SUMMARY:  Indications: 
Dimetapp  reduces  nasal  secre- 
tions, congestion,  and  postnasal 
drip  for  symptomatic  relief  of 
colds,  U.R.I.,  sinusitis,  and  rhi- 
nitis. Side  Effects:  In  high  dos- 
ages, occasional  drowsiness 
due  to  the  antihistamine  or  CNS 
stimulation  due  to  the  sym- 
pathomimetics  may  be  ob- 
served. Precautions:  Administer 
with  caution  in  cardiac  or  pe- 
ripheral vascular  diseases  and 
hypertension.  Contraindica- 
tions: Antihistamine  sensitivity. 
Not  recommended  for  use  dur- 
ing pregnancy. 
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Editorials 


ELEMENTARY,  MY  DEAR  WATSON 

“W  ell  my  man,  you’ve  ser\ed  in  the  Army.” 
“Aye,  Sir.” 

“Not  Ions  discharsed?” 

“No,  Sir.” 

“A  Highland  regiment?” 

“Aye,  Sir.” 

“A  non-commissioned  officer?  ’ 

“Aye,  Sir.” 

“Stationed  at  Barbados?” 

“Aye,  Sir.” 

The  speaker  was  Joseph  Bell,  noted  nineteenth 
century  Edinburgh  surgeon,  and  teacher,  who 
was  demonstrating  bis  powers  of  observation 
and  deduction  to  his  medical  students.  Bell, 
president  of  the  Royal  College  of  Surgeons,  ex- 
plained the  sequence  to  his  students  thus: 

“You  see,  gentlemen,  the  man  was  a respectful 
man  but  did  not  remove  his  hat.  They  do  not 
in  the  army  but  he  would  have  learned  civilian 
ways  had  he  long  been  discharged.  He  had  an 
air  of  authority  and  is  obviously  Scottish.  As 
to  Barbados,  his  complaint  is  elephantiasis  . . .” 


As  a student  under  James  Syme,  Joseph  Bell 
had  been  taught  to  “Try  to  learn  the  features 
of  a disease  or  injury  as  precisely  as  you  know 
the  features,  the  gait,  the  tricks  of  manner,  of 
your  most  intimate  friend.” 

Today,  as  our  diagnostic  tests  become  neces- 
sarily more  critical,  complex  and  mechanical, 
we,  too,  must  not  lose  sight  of  the  need  for 
accurate  observations  and  deductions  as  we 
unravel  the  threads  of  our  diagnostic  problems. 
We  must  guard  against  seeing  only  lesions, 
charts,  and  laboratory  findings,  while  over- 
looking the  patient.  The  specialist,  particularly, 
must  be  careful  not  to  substitute  the  laboratory 
technician  for  his  own  well  trained  observations. 

Incidentally,  if  Joseph  Bell’s  account  to  his 
students  suggests  the  deductive  methods  of  a 
legendary  detective,  it  s'hould  be  recalled  that 
one  of  Bell’s  more  apt  pupils  was  Sir  Arthur 
Conan  Doyle,  creator  of  Sherlock  Holmes  and 
his  companion.  Doctor  W^atson. 

Robert  F.  Lorenzen,  M.D. 

Editor 
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The  Editor  sincerely  solicits  contributions  of  scientific  arti- 
cles for  publication  in  ARIZONA  MEDICINE.  All  such  con- 
tributions are  greatly  appreciated.  All  will  be  given  equal 
consideration. 

Material  submitted  for  publication  in  ARIZONA  MEDI- 
CINE should  conform  to  the  following  policies: 

1.  Manuscripts,  including  references  or  bibliography,  should 
be  typewritten,  double-spaced,  on  one  side  of  the  paper  only, 
and  the  original  and  a carbon  enclosed. 

2.  Be  guided  by  the  general  rules  of  medical  writing  as  fol- 
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used manuscripts. 
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6.  Reprints  will  be  supplied  to  the  author  at  ininting  cost. 


Editorials  of  Arizona  Medicine  are  the  opinions  of  the  authors  and  do  not  necessarily  represent  the  official  stand  of  The  Arizona 
Medical  Association,  Inc.  The  opinions  of  the  Board  of  Directors  may  be  sought  in  the  published  proceedings  of  that  body. 
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THOUGHTS  ON  THE  KING-ANDERSON 
BILL 

by  Rev.  John  P.  Doran 

IN  front  of  a committee  as  busy  and  scheduled 
as  is  this  one,  a witness  should  state  his  princi- 
ples and  purposes  of  being  here  as  suecinctly 
as  possible.  This  I propose  to  do. 

First,  however,  one  point  must  be  clarified. 
No  Catholic  Priest  who  has  spent  his  whole  ac- 
tive life  in  parish  work,  dealing  with  the  poor, 
the  diverse  divisions  of  the  middle  classes,  and 
with  the  wealthy,  can  be  indifferent  to  the  mat- 
ter of  adequate  medical  care.  It  is  my  concern 
in  general,  and  has  been  my  concern  many  times 
in  particular,  to  see  that  the  parishioners  of  my 
different  parishes  have  received  medical  care 
when  it  was  needed.  No  reasonable  person  can 
be  indifferent  to  another’s  medical  need. 

I find  myself,  however,  in  opposition  to  H.R. 
3920,  sponsored  by  Congressman  King  of  Cali- 
fornia, even  though  the  bill  is  designed  to  pro- 
vide hospital  and  related  services  to  aged  bene- 
ficiaries. 

When  a person  finds  hemself,  as  I do,  in  favor 
of  help  to  those  who  need  help  for  medical  ex- 
penses, and  opposed  to  a bill  which  purports  to 
provide  that  help,  there  must  be  some  explana- 
tion. There  is. 

Historically  all  through  Christian  times  there 
has  been  a concern  for  the  sick  and  especially  the 
needy  sick.  In  the  Catholie  Church  many  Re- 
ligious Orders  were  founded  for  just  this  pur- 
pose of  aiding  the  ill,  and  especially  the  needy 
siek.  In  most  of  the  other  Christian  denomina- 
tions the  similar  care  has  been  evidenced  in  the 
hospitals  whieh  they  have  built  and  maintained. 
The  State,  too,  has  exercised  interest  in  the  care 
for  the  needy  ill  through  county  and  state  hos- 
pitals and  more  recently  through  the  provisions 
of  the  Kerr-Mills  aet. 

We  hold  no  quarrel  with  the  fact  that  there 
will  in  all  probability  always  be  those  whose 
medieal  need  must  be  met  by  private  or  state 
assistance.  Indeed,  the  Lord  Himself  said:  “The 
poor  you  will  have  always  with  you.”  It  will 
happen  at  times,  it  does  happen,  that  state  and 
even  federal  aid  is  necessary  to  provide  medical 
care  adequately  for  those  who  cannot  provide  it 
for  themselves,  or  for  whom  private  social  agen- 
cies cannot  provide. 


The  fundamental  fault  of  the  bill  presently 
under  consideration,  I think,  and  hence  the 
reason  for  my  opposition  to  it,  is  that  it  does  not 
follow  the  basic  and  historical  approach  of  giv- 
ing medical  aid  to  those  who  need  it,  but  seeks 
to  provide  this  aid  whether  need  or  not.  This 
is  a radical  departure  from  a wise  tradition  that 
people  should  provide  for  themselves,  and  that 
— only  when  they  fail  — will  an  outside  agency 
come  to  their  assistance. 

I call  the  tradition  of  providing  for  oneself  and 
family  a wise  one  for  it  is  consonant  with  the 
nature  of  man  that  he  is  bettered  and  ennobled 
by  the  fulfillment  of  his  obligation  in  so  far 
as  he  is  able.  Just  as  parents,  who  out  of  a false 
sense  of  tenderness  seek  to  avoid  placing  any 
obligations  on  their  little  children,  hamper  seri- 
ously their  children’s  chance  of  reaching  a strong 
and  mature  man  or  womanhood;  so,  too,  does 
government  as  it  lifts  more  and  more  obliga- 
tions off  its  citizens  enfeeble  these  citizens,  and 
make  them  that  much  less  self-reliant. 

You  see,  gentlemen,  I am  a great  admirer  of 
people.  Eighteen  years  as  a parish  priest  has 
caused  me  to  admire  people  even  more.  I know 
that  they  are  not  perfect,  far  from  it;  that  they 
need  many  times  some  encouragement  and  some- 
times a rebuke.  But,  as  Higgins  says  in  My  Fair 
Lady,  “by  and  large  we  are  a marvelous  race.” 
People  need  to  be  free  to  go  on  about  their  own 
business  of  living,  providing  that  they  are  not 
infringing  upon  the  rights  of  others.  Only  when 
they  are  in  some  serious  difficulty,  be  it  physical 
or  mental,  do  they  need  to  be  taken  over.  I,  as 
a priest,  must  respect  the  rights  of  everyone  of 
my  parishioners,  from  the  tiniest  child  to  the 
old  centenarian  who  used  to  wait  at  the  church 
before  early  Mass  so  that  he  could  accuse  me 
of  “liking  the  bed,  young  man.”  I must  respect 
their  rights  for  they  do  not  belong  to  me,  but 
rather  I to  them.  Gentlemen,  it  seems  to  me 
that  the  government  is  in  the  same  position,  it 
must  respect  its  people’s  rights,  avoid  taking 
them  over  except  in  case  of  individual  and  prov- 
en need.  And  for  the  same  reason:  people  do 
not  belong  to  the  government,  nor  do  their  rights 
and  obligations. 

To  my  mind  this  bill  to  provide  medical  care 
to  those  who  do  not  need  it  is  an  unwarranted 
extension  of  the  federal  government  into  a field 
where  it  does  not  need  to  be,  and  — I submit  — 
therefore  does  not  belong.  , 
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Let  me  give  you  an  example  of  what  I mean. 
At  the  parochial  school  attached  to  the  parish  of 
which  I am  Pastor  we  have  a cafeteria.  Those 
children  who  wish  may  eat  their  lunch  there, 
others  may  bring  their  own  lunch,  others  may 
go  home  for  lunch.  Both  the  Government 
and  I provide  a number  of  free  meals  for 
children  where  there  is  a hardship  at  home  to 
finance  these  meals.  This  is  as  it  should  be.  To 
carry  the  philosophy  of  this  bill  (H.R.  3920)  over 
to  our  school,  I would  issue  and  edict  that  all 
lunches  are  to  be  free  from  this  time  on,  and 
that  the  costs  of  the  cafeteria  would  be  met  by 
a taxation  added  to  the  tuition  costs  of  the 
school.  What  would  I have  done?  I would  have 
taken  away  from  the  parents  of  the  children 
their  freedom  of  choice,  and  though  I would 
have  seemed  so  benevolent  in  providing  free 
lunches,  I would  still  be  charging  for  these 
lunches,  but  now  under  the  guise  of  a taxation. 
Those  who  are  eating  free  now  would  continue 
to  eat  free,  because  they  would  be  unable  to 
pay  the  taxation  any  more  than  they  can  now 
pay  for  the  meal.  The  others  would  have  had 
taken  from  them  the  right  to  choose  and  the 
right  to  provide  for  themselves. 

An  attempt  has  been  made,  I know,  to  estab- 
lish that  all  those,  or  even  most,  of  those  over 
sixty-five  are  in  need  of  this  government  assist- 
ance to  meet  their  medical  bills.  With  fifty-five 
percent  of  the  nation’s  elderly  (those  over  65) 
now  providing  health  insurance  plans  of  their 
own,  and  a Kerr-Mills  Law  to  provide  for  most 
cases  of  older  citizens  in  actual  need  of  assistance 
in  their  medical  bills,  it  is  hard  to  see  just  how 
valid  this  claim  to  universal  need  on  the  part 
of  the  aged  to  government  assistance  in  their 
medical  bills  can  be.  I noted  somewhere  that 
a University  of  Michigan  survey  showed  that 
96%  of  the  aged  did  not  owe  any  money  to  doc- 
tor, dentist  or  hospital.  It  would  appear  that  the 
aged  are  already  meeting  this  need  themselves. 

This  radical  departure  from  our  traditional 
basis  of  aid  is  based  upon  a judgment  that  all,  or 
even  most,  of  the  aged  in  this  country  are  in 
need  of  government  assistance  to  meet  their 
medical  costs.  The  judgment  is  that  the  aged 
are  a mendicant  class,  a class  in  need.  Personally 
I doubt  if  this  can  be  verified,  and  I feel  that 
the  claim  itself  is  an  unwarranted  reflection 
upon  our  society.  We  do,  as  a society,  give  to  our 
aged  the  opportunity  to  provide  for  themselves. 


Reprints 

Those  over  65  comprise  nine  percent  of  the 
population  and  receive  eight  percent  of  the  to- 
tal national  income.  This  is  according  to  our 
census  bureau.  It  is,  then,  hard  to  see  the  aged  as 
a class  to  be  poverty  stricken,  unless  we  would 
wish  to  hold  that  population  in  general  is  pover- 
ty stricken  too. 

To  me  a basic  theory  of  the  lives  of  people  is 
this:  the  right  things  which  an  individual  can 
do  for  himself  he  should  be  allowed  to  do  for 
himself.  Only  when  the  individual  is  incapable  of 
providing  for  himself  does  there  come  to  be  a 
need  for  provision  from  above.  Each  man  has 
the  right  and  duty  to  seek  to  provide  for  him- 
self and  his  dependents  the  necessities  of  life. 
This  is  basic  to  his  manhood!  Only  when  he  has 
failed  (the  fault  his  or  of  circumstance)  should 
there  be  an  intervention  from  outside. 

This  presentation  of  mine,  gentlemen,  may 
seem  a bit  philosophical.  For  this  I offer  no 
apology;  in  fact  for  this  I came  across  the  coun- 
try to  speak  before  you.  As  the  lawmakers  of 
this  nation  you  influence  and  will  influence  the 
philosophy  of  life  of  all  our  people.  Laws  of 
importance  do  not  remain  dead  letters  on  a page; 
they  creep  into  the  daily  thinking  of  the  people 
of  the  land.  When  a law  is  designed  by  its  na- 
ture, as  I think  this  one  is,  to  take  over  the 
individual  responsibility  of  providing  for  one’s 
health,  and  to  substitute  for  this  individual  re- 
sponsibility another  function  of  the  government 
supported  by  enforced  taxation  ( which  the 
Social  Security  tax  basis  for  this  bill  actually  is) 
then  that  law  is  just  one  step  further  in  making 
the  individual  the  dependent  of  the  state  instead 
of  its  master.  This  law,  for  all  the  humanitarian 
oratory  which  has  surrounded  it,  debases  man. 
It  takes  away  from  him  his  right  and  duty  to 
provide  for  his  own  necessities  in  the  field  of 
health,  and  reduces  him  to  childlike  dependence 
upon  his  government  for  things  which  he  should, 
and  usually  can,  provide  for  himself. 

In  conclusion,  gentlemen,  I would  urge  you: 
let  the  government  continue  to  help  the  aged 
who  have  a proven  need  for  medical  assistance; 
but  do  not  let  it  set  up  a system  whereby  it 
infringes  upon  man’s  basic  right  and  duty  to  pro- 
vide for  himself.  To  do  so  is  to  belittle  and 
debase  the  citizens  of  our  land. 


Testimony  presented  to  the  United  States  House  of  Representa- 
tives Ways  and  Means  Committee  on  November  23,  1963.  Rev. 
Doran  is  the  Pastor  of  St.  Thomas  The  Apostle  Catholic  Church, 
Phoenix,  Arizona  and  this  pai>er  is  reprinted  with  his  permission. 
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Regardless 
of  the  antibiotic 
or  sulfonamide 
you  prescribe... 


remember 
‘Empirin’ 
Compound 
to  relieve 
pain  and 
lower  fever 


■iOO 

Compound 

€«»•}<»„  , „.  . . #iT.  m i 

5^  ma  »i  ^mfit  iwfR#>,  «»*»■ 

»»,«  (»  J5t  ¥*o»,  V2  <«*«»  <**»»•  * 

«i5»  «** 

o»t  af  r«B^^ 

»U»8liSeQ!NS'W6llCO»8  & <»■ 

: JS<«  ::  f ’ V ;.  ■ r . , Matf*  !b  ».»•*■ 


Also:  ‘Empirin’®  Compound  with  Codeine  Phosphate* 
gr.  Vs  —No.  1/gr.  Va  —No.  2/gr.  V6— No.  3/gr.  1 —No.  4 
*Warning— may  be  habit  forming 
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AnrzoNA  Medicine 


THOMAS  A.  HARTGRAVES,  M.D. 
1893-  1 963 


In  Memorium 


Thomas  Anderson  Hartgraves,  M.D.  was  born 
August  25,  1893  at  Sumner,  Texas.  His  parents 
were  true  pioneers  of  the  old  western  tradition; 
and  he  grew  to  manhood,  one  of  ten  children, 
on  a small  ranch  near  Paris,  Texas. 

His  natural  aptitude  and  love  for  learning  led 
him  to  seek  higher  education  at  the  Commerce, 
Texas  Normal  School;  and  after  preparatory 
years  there,  he  entered  the  University  of  Ten- 
nessee School  of  Medicine  in  Memphis,  Tennes- 
see. He  graduated  with  honors  in  1915,  and  then 
serv^ed  his  internship  at  Memphis  General  (now 
John  Gaston ) Hospital. 

A year  in  general  practice  at  Sopa,  Oklahoma 
followed;  and  upon  entry  of  the  U.  S.  into  World 
War  I,  Doctor  Hartgraves  left  to  serve  in  France 
as  Major  in  the  Army  Medical  Corps.  At  war’s 
end  he  entered  resident  training  in  pathology  at 
New  York’s  Rockefeller  Institute. 

Thereafter  he  practiced  pathology  and  opera- 
ted clinical  laboratories  at  Okmulgee  and  Mus- 
kogee, Oklahoma.  In  accord  with  the  trend  of 
the  times,  he  soon  found  it  desirable  to  seek  fur- 
ther training  in  radiology;  and  this  was  obtained 
at  St.  Louis  and  at  Memorial  Hospital  in  New 
York.  From  that  time  he  directed  the  clinical  and 
radiological  laboratories  at  Morningside  Hospital 
in  Tulsa,  Oklahoma  until  1934,  when  he  was 
selected  to  be  head  of  the  laboratories  at  the 
Lois  Grunow  Memorial  Clinic  in  Phoenix.  In 
that  capacity  he  served,  limiting  his  efforts  to 
the  field  of  Radiology,  until  the  dissolution  of 
the  Clinic  organization  in  1953.  After  that  time 
he  continued  in  the  private  practice  of  Radiology 
in  the  Lois  Grunow  Memorial  building. 

As  his  close  associate  and  intimate  friend  for 
over  seven  years,  I came  to  know  Doctor  Hart- 
graves very  well,  indeed.  Under  all  circum- 
stances, whether  trying  or  congenial,  and  at  all 
times,  he  was  a gracious  gentleman.  Ever  a sim- 
ple, comfortable  man  to  be  with  and  to  work 
with,  he  possessed  a keen  mind,  wide  knowl- 
edge and  an  exceptionally  retentive  memory. 

He  was  a lover  of  history,  particularly  the 
stories  of  the  war  between  the  States,  and  his 
fund  of  information  in  this  area  was  profound. 

He  was  widely  resepcted  by  his  medical  col- 
leagues, was  a past  president  of  the  Arizona 
Radiological  Society,  and  served  for  fifteen  years 


as  Councilor  from  Arizona  to  the  American  Col- 
lege of  Radiology.  He  was  certified  in  Radiology 
by  the  American  Roard  of  Radiology  in  1938, 
and  was  honored  with  Fellowship  in  the  College 
in  1942.  He  made  various  contributions  to  the 
literature  of  Pathology  and  Radiology;  probably 
the  most  outstanding  of  which  was  his  pioneer 
work  in  the  field  of  hysterosalpingography  with 
radiopaque  contrast  media.  He  was  a member 
of  the  American  Roentgen  Ray  Society,  the  Ra- 
diological Society  of  North  America,  the  AMA, 
the  Arizona  Medical  Association  and  the  Mari- 
copa County  Medical  Society.  He  was  a 32nd 
degree  Mason  and  a life  member  of  the  Shrine. 

Doctor  Hartgraves  is  survived  by  his  wife, 
Ruth;  two  daughters,  Elizabeth  and  Ruth;  nine 
grandchildren;  two  sisters  and  a brother.  His 
son,  John,  preceded  him  in  death  in  1962. 

Doctor  Hartgraves’  many  contrbutions  distin- 
guished him;  but  his  true  stature  was  best  re- 
vealed by  his  kindly  good  humor  and  the  never 
failing  gentleness  which  showed  forth  through 
his  life  at  all  times. 

He  has  taken  up  his  candle  and  gone 
Into  a room  we  cannot  find; 

But  we  can  know  where  he  luis  been 
By  the  lights  he  left  behind. 

Don  E.  Matthiesen,  M.D. 


January,  1964 


49 


in  virtually  all  diarrheas... prompt  symptomatic  control 


LOMOTIL 


TABLETS/ LIQUID— Each  tablet  and  each  5 cc.  of  liquid  contains: 
diphenoxylate  hydrochloride  . . . 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


Gastroenteritis  Functional  diarrhea 


L/omotil  controls  the  basic  physiologic  dysfunction  in  diarrhea— exces- 
sive propulsive  motility.  Pharmacologic  evidence  indicates  that  it  does 
so  by  directly  inhibiting  propulsive  movements  of  the  intestines.  This 
direct,  well-localized  activity  controls  diarrheas  of  widely  varied  origin 
and  does  so  promptly,  conveniently  and  economically. 

The  relatively  few  conditions  in  which  Lomotil  has  given  less  than 
satisfactory  control  have  been,  for  the  most  part,  those  such  as  severe 
ulcerative  colitis  in  which  too  little  anatomic  or  functional  capacity 
of  the  intestines  remains  for  the  motility-lowering  action  of  Lomotil 
to  have  effect. 

It  should  be  noted,  however,  that  Lomotil  has  proved  highly  useful 
in  mild  to  moderate  ulcerative  colitis  and  in  several  other  refractory 
forms  of  diarrhea. 


The  recommended  initial  adult  dosage  is  two  tablets  (2.5  mg.  each) 
three  or  four  times  daily,  reduced  to  meet  the  requirements  of  each 
patient  as  soon  as  the  diarrhea  is  controlled.  Maintenance  dosage  may 
be  as  low  as  two  tablets  daily.  Children’s  daily  dosage  (in  divided  doses) 
varies  from  3 mg.  for  a child  of  3 to  6 months  to  10  mg.  for  one  8 to 
12  years  of  age.  Lomotil  is  an  exempt  narcotic;  its  abuse  liability  is 
low'  and  comparable  to  that  of  codeine.  Recommended  dosages  should 
not  be  exceeded.  Side  effects  are  relatively  uncommon  but  among  those 
reported  are  gastrointestinal  irritation,  sedation,  dizziness,  cutaneous 
manifestations,  restlessness  and  insomnia.  Lomotil  should  be  used  with 
caution  in  patients  rvith  impaired  liver  function  and  in  patients  taking 
addicting  drugs  or  barbiturates.  Lomotil  is  a brand  of  diphenoxylate 
hydrochloride  with  atropine  sulfate;  the  subtherapeutic  amount  of 
atropine  is  added  to  discourage  deliberate  overdosage. 

Research  in  the  Service  of  Medicine 


SEARLE 
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release 

far 

hostility? 

Overeating  is  often  an  outlet  for 
feelings  of  hostility.  Many  people 
take  out  their  anger  by  overindul- 
gence at  or  between  meals.  As  a re- 
sult they  become  overweight. 

‘Eskatrol’  Spansule  capsules  both  con- 
trol appetite  and  relieve  the  emo- 
tional stress  that  causes  overeating. 
That’s  why  so  many  patients  are 
losing  more  pounds  with  ‘Eskatrol’. 

£5  KAT  RO  JL'^Tradetnark 
Each  capsule  contains  Dexedrine®  (brand  of 
dextroamphetamine  sulfate),  15  mg.,  and  Com- 
pazine® (brand  of  prochlorperazine),  7.5  mg., 
as  the  maleate. 

SPANSULE^ 

brand  of  sustained  release  capsules 

because  emotions  play  an 
important  role  in  overweight 

Brief  Summary  of  Principal  Side  Effects  and 
Cautions 

Side  effects  (chiefly  nervousness  and  insomnia)  are 
infrequent,  and  usually  mild  and  transitory. 
Cautions:  ‘Eskatrol’  Spansule  capsules  should  be 
used  with  caution  in  the  presence  of  severe  hyper- 
tension, advanced  cardiovascular  disease,  or 
extreme  excitability.  There  is  a possibility,  though 
little  likelihood,  of  blood  or  liver  toxicity  or 
neuromuscular  reactions  (extrapyramidal  symp- 
toms) from  the  phenothiazine  component  in 
‘Eskatrol’  Spansule  capsules. 

For  complete  prescribing  information,  please  see 
PDR  or  available  literature. 

Supplied:  Bottles  of  50  capsules. 

Smith  Kline  & French  Laboratories 
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' who  were  the 

J ■ 

‘imtreatables”? 


From  their  inception  with  cortisone,  to  the  present- 
day  variants  of  the  steroid  molecule,  the  corticoster- 
oids have  presented  a therapeutic  paradox.  The 
beneficial  action  against  infla,mmation  and  allergy  as 
well  as  several  undesirable  metabolic  effects  are  all, 
apparently,  the  results  of  the  same  basic  physiologic 
action.! 

Some  of  these  associated  metabolic  reactions  made  it 
risky  or  otherwise  undesirable  to  treat  with  steroids 
large  numbers  of  patients  in  various  categories  who 
would  otherwise  have  benefited  from  such  manage- 
ment. These  “untreatables”  were  overweight,  had 
cardiac  disease,  hypertension,  or  pulmonary  fibrosis 
associated  with  congestive  heart  failure.  Also  in 
this  category  were  those  patients  whose  emotional 
symptoms  were  aggravated  by  earlier  steroids. 

But  the  advent  of  ARISTOCORT®  Triamcinolone  in 
1958  — the  result  of  biochemical  and  pharmacologic 
research  which  successfully  stripped  away  many 
important  undesirable  hormonal  effects  from  the 
primary  anti-inflammatory  action  — dramatically 
changed  this  picture.  This  steroid  did  not  overstimu- 
late the  appetite,  or  cause  the  excessive  weight  gain 
induced  by  other  steroids  it  proved  to  have  one  of 
the  best  records  of  any  steroid  for  not  causing  edema, 
or  salt-and-water  retention; 2. 3, 7-10  ^nd  the  incidence 
of  undesirable  euphoria  with  this  agent  was  remark- 
ably low.2-  4. 5, 9, 10  What  is  most  significant  is  that  these 
benefits  have  stood  the  test  of  more  than  5 years  of 
widespread  use.  And,  of  course,  the  avoidance  of 
these  distressing  hormonal  effects  benefited  all  pa- 
tients requiring  steroids,  not  just  those  in  the  special 
categories,  as  demonstrated  by  wide  clinical  use. 


Side  Effects.  Since  it  may,  under  some  circumstances, 
produce  any  of  the  unwanted  effects  common  to  all 
cortisone-like  drugs,  discrimination  should  always  be 
exercised  in  administering  ARISTOCORT®  Triam- 
cinolone. Any  of  the  Cushingoid  effects  are  possible, 
as  are  purpura,  G.I.  ulceration,  increased  intracranial 
pressure  and  subcapsular  cataract.  Corticosteroids 
generally  may  mask  outward  signs  of  bacterial  or 
viral  infections.  Catabolic  effects  to  watch  for  include 
muscle  weakness  and  osteoporosis.  Weight  loss  may 
occur  early  in  treatment  but  is  usually  self-limiting. 

Contraindications.  While  the  only  absolute  contra- 
indications are  tuberculosis  and  herpes  simplex,  there 
are  some  relative  contraindications  (peptic  ulcer, 
glomerulonephritis,  myasthenia  gravis,  osteoporosis, 
fresh  intestinal  anastomoses,  diverticulitis,  throm- 
bophlebitis, psychic  disturbance,  pregnancy,  infec- 
tion) to  weigh  against  expected  benefits. 

While  no  steroid  can  cure  a susceptible  disorder, 
many  patients  who  would  otherwise  be  confined  in  a 
state  of  invalidism  have,  on  ARISTOCORT®  Triam- 
cinolone, been  able  to  pursue  active,  useful  lives. 

References:  1.  Levine,  R. : Rationale  for  the  Use  of  Adrenal  Steroids, 
Paper  presented  at  Annual  Convention,  Medical  Society  of  the  State 
of  New  York,  New  York,  May  13-17,  1963.  2.  Hollander,  J.  L. : Clinical 
Use  of  Dexamethasone.  JAMA  172:306  (Jan.  23)  1960.  3.  Boland, 
E.  W.:  Chemically  Modified  Adrenocortical  Steroids.  JAMA  J 7^:835 
(Oct.  15)  1960.  4,  McGavack,  T.  H.:  The  Newer  Synthetic  Adreno- 
cortical Steroids  in  Therapy.  Nebraska  Med.  J.  44:377  (Aug.)  1959.  5. 
Freyberg,  R.  H.:  Berntsen,  C.  A.,  Jr.,  and  Heilman,  L.:  Further  Ex- 
periences with  Al,  9 Alpha  Fluoro,  16  Alpha  Hydroxyhydrocortisone 
(Triamcinolone)  in  Treatment  of  Patients  with  Rheumatoid  Arthritis. 
Arthritis  Rheum.  7:215  (June)  1958.  6.  Cahn,  M.  M.  and  Levy,  E.  J.: 
Triamcinolone  in  the  Treatment  of  Dermatoses.  Amer.  Practit.  70:993 
(June)  1959.  7.  AMA  Council  on  Drugs:  New  and  Nonofficial  Drugs. 
JAMA  709:255  (Jan.  17)  1959.  8.  McGavack,  T.  H.;  Kao,  K.-Y.  T.; 
Leake,  D.  A.;  Bauer,  H.  G.,  and  Berger,  H.  E.:  Clinical  Experiences 
with  Triamcinolone  in  Elderly  Men.  Amer.  J.  Med.  Sci.  250:720  (Dec.) 
1958.  9.  Fernandez-Herlihy,  L.:  III.  Use  and  Abuse  of  Corticosteroid 
Therapy— The  Structure  and  Biologic  Activity  of  the  Corticosteroid 
Hormones  and  ACTH,  Med.  Clin.  N.  Amer.  44:509  (Mar.)  1960.  10. 
McGavack,  T.  H.:  Triamcinolone:  A Potent  Anti-inflammatory  Sodium 
Excreting  Adrenosteroid.  Clin.  Med.  0:997  (June)  1959. 


maximum  steroid  benefit-minimum  steroid  penalty 


Triamcinolone 


1 mg.,  2 mg.  or  4 mg.  tablets 


LEDERLE  LABORATORIES 


A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 

229*3 


An  Ethical  Professional 
Service  for  Your  Patients 
Founded  1936 


An  Extra  $2,700.00  Just  For  You! 

I Doctor,  the  difference  between  a good  year  and  a bad  year  ‘ 
could  be  $2,700.00.  Each  year  from  now  on  we  can  guarantee 
that  $2,700.00.  More  about  that  in  a minute. 

If  you  went  to  Goldwarters  or  Diamonds  and  ask  them  what 
their  losses  are,  they  would  figure  their  total  sales  less  their 
j cash  customers  and  base  their  annual  loss  on  just  the  total 
of  their  credit  accounts.  This  is  just  plain  good  business.  Your  j 
losses  should  be  calculated  the  same  way.  Deduct  from  your  ’ 
’ total  practice  those  accounts  that  are  paid  by  insurance  and 
i industrial,  your  so-called  “cash”  customers  and  then  compute 
your  losses  on  the  total  of  the  accounts  to  which  you  have 
extended  credit.  This  loss  figure  will  vary  from  doctor  to  doc- 
tor since  insurance  will  pay  a bigger  proportion  of  a surgeon’s 
practiee  than  an  allergist’s  or  internal  medicine  specialist. 

^ Accounts  you  should  refer  to  M & D for  Budget  Plan  financing 
are  those  of  unknown  quality  . . . the  ones  you  know  won’t 
be  “cash”  or  paid  by  insurance  or  industrial.  Make  it  known 
to  your  patients  that  you  offer  a Budget  Plan  for  Health  by 
displaying  your  Membership  Plaque  and  refer  them  to  us  with 
an  Introduction  Card.  You  will  realize  immediately  the  full 
amount  of  the  bill  less  the  small  10%  service  fee  and  with- 
out recourse. 

I To  get  back  to  that  $2,700.00  a year  ...  if  you  refer  just  1 
$250  account  per  month  to  us,  at  the  end  of  one  year  you 
would  be  sure  of  having  an  additional  $2,700.00  which  might 
make  the  differenee  between  a successful  or  an  unsuccessful 
- I year. 


Bemember,  Doctor,  a paid  patient  is  a satisfied  patient  and 
your  best  practice  builder. 


* First  Street  at  Willetta  • Phoenix  • 258-7755  f 

31  North  Tucson  Boulevard  • Tucson  • MA  3-9421  t 

456  North  Country  Club  Drive  • Mesa  • WO  4-5668  | 
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Topics  of  Current  Medical  Interest 

Esophageal  Speech  and  the 
Phoenix  New  Speech  Club 


The  Phoenix  New  Voice  Club  consists  of  ap- 
proximately forty  laryngectomees  in  the  Phoenix 
metropolitan  area.  The  club  has  monthly  meet- 
ings and  sponsors  speech  classes  to  the  members 
On  a weekly  schedule. 

Many  members  of  the  club  have  become  very 
proficient  in  talking  by  the  esophageal  method 
vdthout  using  artificial  aids.  A member  of  the 
club  is  always  available  and  willing  and  anxious 
to  counsel  with  patients  prior  to  or  immediately 
following  laryngectomies.  The  operation  is  bad 
enough  but  the  worry  and  anxiety  before  and 
after  surgery  is  difficult  to  describe.  The  mem- 
bers of  the  club  feel  that  they  can  be  of  great 


psychological  help  to  such  patients  and  are 
anxious  to  be  helpful  and  consoling  to  them  if 
the  physician  desires  it. 

If  you  have  such  a patient,  and  would  like 
one  of  the  members  of  the  club  to  visit  with 
them,  a phone  call  will  bring  a prompt  re- 
sponse. Call  the  Maricopa  County  Cancer  So- 
ciety, who  will  always  be  able  to  contact  a 
member  quickly. 

The  club  would  also  appreciate  your  telling 
any  known  laryngectomees  in  this  area  of  the 
club  and  if  they  are  interested  in  attending  the 
meetings,  have  them  call  President  Edmund 
Decker,  265-0524. 


AESCULAPIUS  AWARD  PROGRAM 
$200.00 
CASH  AWARD 

Complete  the  application  below  before  February  1st  to  be  eligible  for  the 
MEAD  JOHNSON  COMPANY,  INC.  Aesculapius  Award.  This  award  with  an 
engraved  wall  plaque  will  be  presented  to  the  exhibitors  of  the  best  scientific 
presentation  at  the  1964  Annual  Meeting  of  this  Association. 


SCIENTIFIC  EXHIBIT  APPLICATION  FORM 

Charles  E.  Henderson,  M.D.,  Secretary 
The  Arizona  Medical  Association,  Inc. 

Post  Office  Box  128 
Scottsdale,  Arizona 

Please  accept  my  application  herewith  for  a Scientific  Exhibit  at  the  1964  Annual  Meeting 
of  ArMA  to  be  held  April  29  through  May  2,  1964,  at  the  San  Marcos  Hotel,  Chandler,  Ari- 
zona. 

I propose  to  exhibit - 


Space  needed:  

Name  

Address  

City  & State  

Further  information  will  be  provided  on  acceptance  of  application,  if  requested. 


January,  1964 
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supervision  and  companionship 

are  an  integral  part  of  the  therapy  program  at  Camelback  Hospital. 
Whether  patients  prefer  restful  hobbies  such  as  TV  viewing, 
reading,  conversing  in  the  modern,  comfortable  rooms, 
or  enjoy  more  active  out-of-doors  recreation, 
highly-trained,  registered  nurses  are  always  nearby. 


Located  in  the  heart  of  the  beautiful  Phoenix  citrus  area  near 
picturesque  Camelback  Mountain,  the  hospital  is  dedicated 
exclusively  to  the  treatment  of  psychiatric  and  psychosomatic 
disorders,  including  alcoholism. 


APPROVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION 
OF  HOSPITALS;  and  THE  AMERICAN  PSYCHIATRIC  ASSOCIATION 


5055  North  34 
AMher 
PHOENIX. 

ARIZONA  FOUNDATION  FOR  NEUROLOGY  AND  P 


Future  Medical  Meetings  and  Postgraduate  Education 

NEUROSURGICAL  SOCIETY  AMERICAN  COLLEGE  OF  RADIOLOGY 

OF  AMERICA  ANNUAL  MEETING 


January  22-25,  1964 

The  Wigwam  Hotel 
Litchfield  Park,  Arizona 

★ ★ ★ 

ARIZONA  HEART  ASSOCIATION 
7TH  ANNUAL 
CARDIAC  SYMPOSIUM 

January  24-25,  1964 

Arizona  Biltmore  Hotel 
Phoenix,  Arizona 

Guest  Speakers  include: 

Nicholas  Dallis,  M.D. 

Phoenix,  Arizona 
William  Dock,  AA.D. 

Brooklyn,  New  York 
Herman  Hellerstein,  M.D. 

Cleveland,  Ohio 
Thomas  N.  James,  M.D. 

Detroit,  Michigan 
Earle  Kay,  M.D. 

Cleveland,  Ohio 

Two  full  days  of  scientific 
presentations  with  continuing 
activities  for  the  ladies. 

Contact: 

Arizona  Heart  Association 
2816  N.  16th  St. 

Phoenix,  Arizona  85006 


February  5-8,  1964 

Ramada  Inn 
Tucson,  Arizona 

Contact: 

Andre  Bruwer,  M.D. 
1603  N.  Tucson  Blvd. 
Tucson,  Arizona 


★ ★ ★ 

INTERNATIONAL  ACADEMY  OF 
PROCTOLOGY 
16TH  ANNUAL  MEETING 

February  29  - March  5,  1964 

Deauville  Hotel 
Miami  Beach,  Florida 

Outstanding  Scientific  program  planned 
Technical  & Scientific  exhibits 
Symposia 

Round  Table  Discussions 
Social  Activities 

Doctors  Ernest  Pohle  of  Tempe 
and  Jacob  Reichert  of  Phoenix  will 
participate  in  program. 

To  submit  a paper  for  presentation 

Contact 

Donald  C.  Collins,  M.D. 

7046  Hollywood  Blvd. 
Hollywood,  California 


PLAN  NOW  TO  ATTEND  THE  73RD  ANNUAL  MEETING  OF  THE 
ARIZONA  MEDICAL  ASSOCIATION  - April  29-May  2,  1964 
San  Marcos  Hotel,  Chandler,  Arizona 
Theme  of  program:  METABOLISM,  GENETICS  and  CANCER 
OUTSTANDING  GUEST  ORATORS 
SCIENTIFIC,  TECHNICAL  & COMMERCIAL  EXHIBITS 


LUAU,  SHORE  DINNER,  PRESIDENT'S  DINNER  DANCE 
GOLF,  BOWLING  AND  SWIMMING 


January,  1964 
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Protects  your 
angina  patient 
better  than 
vasodilators  alone 


‘Miltrate’  contains  both  pentaerythritol 
tetranitrate,  which  dilates  the  patient’s 
coronary  arteries,  and  meprobamate, 
which  relieves  his  anxiety  about  his  con- 
dition. Thus  ‘Miltrate’  protects  your  angi- 
na patient  better  than  vasodilators  alone. 

Pentaerythritol  tetranitrate  may  infre- 
quently cause  nausea  and  mild  headache, 
usually  transient.  Slight  drowsiness  may 
occur  with  meprobamate  and,  rarely,  al- 
lergic reactions.  Meprobamate  may  in- 
crease effects  of  excessive  alcohol.  Con- 
sider possibility  of  dependence,  particu- 
larly in  patients  with  history  of  drug  or 
alcohol  addiction.  Like  all  nitrate-con- 
taining drugs,  ‘Miltrate’  should  be  given 
with  caution  in  glaucoma. 

Dosage:  1 or  2 tablets  before  meals  and  at  bed- 
time. Individualization  required. 

Supplied:  Bottles  of  50  tablets. 

CML-9646 

Miltrate" 

meprobamate  200  mg.+ 
pentaerjlhritol  tetranitrate  10  mg. 

WALLACE  LABORATORIES  / Cranbury,  N.  J. 


/ 


In  your  busy  night-and-day 
preoccupation  with  other 
people’s  lives,  it  is  very 
difficult  for  you  to  find  time 
to  think  about  your  own 
1 uture. 


Yet  face  it  you  must  for  the 
sake  of  your  family. 


Ue  urge  you  to  join  with 
our  many  other  friends  and 
customers  of  the  medical 
jirofession,  and  arrange  for 
;i  visit  — with  your  lawyer  — 
to  our  Trust  Department. 

Discuss  your  estate  plans  in 
detail.  Let  an  experienced 
'I’nist  Officer  show  you  how 
the  group-]  udgment  of 
specialists  in  the  Trust  field 
u ill  insure  your  estate 
being  handled  soundly, 
{'(.onomically  — and  to  the 
letter  of  your  Will. 


TRUST  DEPARTMENT 

Security  Ihnicimg,  Phornix 

Resources  $850  Million 


Member  federal  deposit  insurance  corpo 


100  E.  FOURTH  ST.  SCOTTSDALE,  ARIZONA 


Adjoining  Scottsdale  Baptist  Hospital 

Choice  medical  suites  available,  immediate  occupancy.  New  Medical  Center 
adjoining  Scottsdale  Baptist  Hospital  with  intercom  to  Medical  Center.  Excellent 
choice  of 'facility  arrangements  for  a variety  of  doctors.  Several  suites  now 
occupied  by  established  area  physicians. 

For  Lease  Information 

A.  J.  Thorner  947-5441  - 946-9091 

CR  4-1289  (after  6:00  p.m.) 


DOCTOR,  WILL  YOU  SPECIFY  DESERET'S  brand  of 

MEPROBAMATE 

Desa-Bamote 

Proprietary  protection  of  your  prescription 
with  generic  economy  to  your  patient. 

DESERET  PHARMACEUTICAL  CO.  - Salt  Lake  City,  Utah 
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the  need  for 


trensffusions 
and  their 
attendant 
dangers 


YOUR  PROFESSIONAL 
GROUP  ACCIDENT  AND 
SICKNESS 

INSURANCE  POLICY 

Approved  and  Recommended  by 
Your  Insurance  Committee  and 
Board  of  Directors 


☆ ☆ ☆ 


A Program  Designed  For 
The  Members  Of 

THE  ARIZONA  MEDICAL 
ASSOCIATIONJNC. 

By  The 

NATIONAL  CASUALTY  COMPANY 
OF  DETROIT 


☆ ☆ ☆ 


For  Complete  Information 

CONTACT 

CHARLES  A.  DELEEUW 

3424  N.  Central  Ave.  - AMherst  6-2403 


PIMA  COUNTY  REPRESENTATIVE 

RONALD  DEITRICH 

136  North  Stone  Avenue  MAin  3-0583 


KOAGAMIN  is  indicated  whenever 
capillary  or  venous  bleeding 
presents  a problem. 
KOAGAMIN  has  an  outstanding 
safety  record  — in  25  years  of  use 
no  report  of  an  untoward  reaction 
has  been  received;  however, 
it  should  be  used 
with  care  on  patients 

with  a predisposition 


emostat 

ntains:  5 mg.  oxalic  acid,  2.5  mg.  malonic 
acid,  phenol  0.25%;  sodium  carbonate  as  buffer. 

Complete  data  with  each  lOcc  vial.  Therapy  chart  on  request. 


CHATHAM  PHARMACEUTICALS,  INC. 

Newark  2,  New  Jersey 
Distributed  in  Canada  by  Austin  Laboratories,  Ltd.  • Paris,  Ontario 
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Laboratories 


THE  DIAGNOSTIC  lABORATORY 

Complete  Medical  Laboratory  Service,  X-Ray  Diagnosis 
Radiation  Therapy,  Radioactive  Isotopes 


DEPARTMENT  OF  PATHOLOGY 

MAURICE  ROSENTHAL,  M.D. 
GEORGE  SCHARF,  M.D. 
SEYMOUR  B.  SILVERMAN,  AA.D. 
BLAND  GIDDINGS,  M.D. 
GERALDINE  PACE,  M.D. 


DEPARTMENT  OF  RADIOLOGY 

MARCY  L.  SUSSAAAN,  M.D. 


Diplomates  of  the  American  Boards  of  PATHOLOGY  and  RADIOLOGY 

1130  E.  McDowell  Rd.  • Phoenix,  Arizona 

Phone  AL  8-1601 

Information,  Price  Lists  and  Mailing  Containers  upon  request. 


iHedical  CeHtet  and  Clinieai  iahctaUi-ii 


1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 


DIAGNOSTIC  X-RAY 
CLINICAL  PATHOLOGY 
ELECTROCARDIOGRAPHY 


X-RAY  THERAPY 
TISSUE  PATHOLOGY 
BASAL  METABOLISM 


R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director  Martin  L.  List,  M.D.,  Radiologist 

Dipl(»nates  of  American  Board  of  Radiology 
Lorel  A.  Stapley,  M.D.,  Consultant  Pathologist 


January,  1964 
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Pharmacy  Directory 


Your  Prescription  Store 

DIERDORF  PHARMACY 


Phone  BR  5-5212 

2315  N.  24th  St.  Phoenix,  Arizona 

Milburn  F.  Dierdorf 


Fairmont  Pharmacy 

3231  East  McDowell  Road  Phoenix,  Arizona 

PRESCRIPTIONS  - DRUGS  - COSMETICS  - FOUNTAIN 
BRidge  5-5719  FREE  DELIVERY 


tScottsJale  call 

Lute's  Scottsdale  Pharmacy 


For 


PRESCRIPTIONS 
WH  5-8420  — WH  5-8429 
Next  to  the  1st  National  Bank 


SRUTWA  PHARMACIES,  INC. 

\NH  5-3791 

Scottsdale  Medical  Center 
218  E.  Stetson  Drive 
Scottsdale,  Arizona 


Serving  Arizona 
Health  Needs 
Since  1908 


Phoenix  - Tucson  - Scottsdale  - Mesa  - Tempe 
Maryvale  - Glendale  - Westown  - Sunnyslope 
^ ^ P^rac^se  Hills  - Globe  - Miami 
Casa  Grande  - Wickenburg 


DOCTORS'  CENTRAL  DIRECTORY 

Helen  M.  Barrasso,  R.N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 
CALL  EA  7-7471 
At  Your  Service  24  Hours  Daily 
3029  E.  2nd  St.  Tucson,  Arizona 

“Eastablished  1932“ 


BUTLER'S  REST  HOME 

• Bed  Patients  and  Chronics 

• Television  • 24  Hour  Nursing  Care 

• Excellent  Food  • State  Licensed 

802  N.  7th  St.  Phoenix,  Arizona 

Telephone  AL  3-2592 
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POST-EZE  SYSTEMS  ARE 
AVAIIABIE  FOR: 


★ ACCOUNTS  RECEIVABLE 

★ ACCOUNTS  PAYABLE-  PURCHASES 

★ ACCOUNTS  PAYABLE -CASH  DISBURSEMENT 


Now,  small-  and  medium-size  offices 
can  effect  the  economies  of  mechanized 
accounting  without  buying  machines  or 
employing  specialized  operators. 


^ POSTHSl^  simplified  plans  save 
up  to  66%  of  time,  eliminate  trans- 
cription errors,  and  keep  all  records  up- 
to-date  and  in  balance,  because:  — 

ONE  writing  posts  all  records 
ONE  simple  proof  proves  all  records 

To  Learn  How  you  will  save  up  to  66% 

(it  only  takes  10  minutes) 

CALL  FOR  TRAINED  REPRESENTATIVE 

ALpine  4-6611 
3111  N.  29th  Avenue 
PHOENIX,  ARIZONA 


Tm-iv.iir.HiTny 


PRINTING  - LITHOGRAPHY  - ROTARY 


MAIn  2-2446 
604  N.  4th  Avenue 
TUCSON,  ARIZONA 


HOBBY  HORSE 
RANCH  SCHOOL 


A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


ROBERT  L BEAL,  M D 


OTTO  L BENDHEIM,  M.D 


PAUL  M.  BINDELGLAS,  M.D 


HAL  J.  BREEN,  M.D. 


LEE  S.  COHN,  M.D 


T.  RICHARD  GREGORY,  M.D 


WILLIAM  B.  HAEUSSLER,  M.D 


THOMAS  F.  KRUCHEK,  M.D 


HAROLD  E.  McNEELY,  Ph  D 


ROBERT  C.  SHAPIRO,  M.D 


WILLIS  L.  STRACHAN,  M.D 


ROY  WORTHEN,  M.D 


p sychoan^glj;^ , ...r  .4  1 ^ ^ 

clinical  psychology 
psychiatric  social  work 

and  family  counselling 


5051  NORTH  34th  STREET 
PHOENIX  18,  ARIZONA 
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ALLERGY 


Physicians’  Directory 


E.  A.  GATTERDAM,  M.D. 

Fellow,  American  College  of  Chest  Physicians 
Fellow,  American  College  of  Allergists 
Academy  of  Allergy 

JOHN  F.  McKENNA,  M.D. 

Associate  Fellow,  American  College  of  Allergists 
Professional  Building,  15  E.  Monroe 
Phoenix  4,  Arizona  — Alpine  4-2174 


DANIEL  H.  GOODMAN,  M.D.,  F.A.C.P. 

Diplomate  American  Board  of  Internal  Medicine 
Fellow,  American  College  of  Allergists 
Fellow,  American  Academy  of  Allergy 

500  W.  10th  Place  31  W.  Camelback  Road 

Mesa  Phoenix 

969-3966  CR  7-3337 


Howard  M.  Purcell,  Jr.  M.D. 

James  A.  Smidt,  M.D. 

ALLERGY  OF  CHILDREN 

American  Board  of  Pediatrics 
American  College  of  Allergists 

322  W.  McDowell  Rd.  PHOENIX,  ARIZONA 

AL  2-9731 


DERMATOLOGY 

GEORGE  K.  ROGERS,  M.D. 

DERMATOLOGY 

Diplomate  of  American  Board  of 
Dermatology  and  Syphilology 

Phone  Alpine  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 


MALIGNANT  DISEASE 

JAMES  M.  OVENS,  M.D. 
F.A.C.S.  F.I.C.S. 

Diplomate  American  Board  of  Surgery 
Cancer  and  Tumor  Surgery 
X-ray  and  Radium  Therapy 

333  W.  Thomas  Road  Phone  279-7301 

Phoenix  13,  Arizona 


A.  L.  LINDBERG,  M.D. 

Neoplastic  Diseases 
Tucson  Tumor  Clinic 

721  N.  4th  Ave.,  Tucson,  Arizona 
Phone  MAin  3-2531 


ORTHOPEDIC  SURGERY 

THE  ORTHOPEDIC  CLINIC 
ORTHOPEDIC  SURGERY 

W.  A.  Bishop,  Jr.,  M.D.,  F.A.C.S.*  — A.  L.  Swenson,  M.D., 
F.A.C.S.*  — Ray  Fife,  M.D.,  F.A.C.S.*  — Sidney  L.  Stovall,  M.D., 
F.A.C.S.*  — Thomas  H.  Taber,  Jr.,  M.D.,  F.A.C.S.* 

Robert  A.  Johnson,  M.D.  — Paul  E.  Palmer,  M.D. 

*Diplomates  of  the  American  Board  of  Orthopedic  Surgery. 
2620  No.  3rd  Street  — Phoenix,  Arizona  — CR  7-6211 


PATHOLOGY 

LOUIS  HIRSCH,  M.D. 
RALPH  H.  FULLER,  M.D. 
WILLIAM  M.  HINDMAN,  M.D. 
EDWARD  A.  BRUCKER,  M.D. 

Diplomates  American  Board  of  Pathology 
Clinical  Pathology  — Pathologic  Anatomy 

1641  N.  Tucson  Blvd. 

Tucson,  Arizona 


PSYCHIATRY 

LEO  RUBINOW,  M.D. 

PSYCHIATRY 
AM  6-0630 

224  E.  Thomas  Rd.  Phoenix,  Arizona 
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Physicians’  Directory 


RADIOLOGY 


R.  LEE  FOSTER,  M.D.,  F.A.C.R.,  F.A.C.P. 
MARTIN  L.  LIST,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Diagnostic  Roentgenology  and  X-Ray  Therapy 

1313  N.  Second  St. 

Phone  Alpine  8-3484 
Phoenix,  Arizona 


MARCY  L SUSSMAN,  M.D.,  F.A.C.R. 

Diplomate  of  American  Board  of  Radiology 

DIAGNOSTIC  RADIOLOGY 
THERAPEUTIC  RADIOLOGY 
RADIOISOTOPES 


1130  E.  McDowell  Rd. 
Phoenix,  Arizona 
Alpine  8-1601 


540  Wells  Fargo 
Scottsdale,  Arizona 
WHitney  5-3959 


SURGERY 

DELBERT  L.  SECRIST,  M.D.,  F.A.C.S. 

123  South  Stone  Avenue 
Tucson,  Arizona 

Office  Phone  AAA  2-3371  Home  Phone  EA  5-9433 


DONALD  A.  POLSON,  MD.,  M.  Sc. 

GENERAL  SURGERY 

Certified  by  the  American  Board  of  Surgery 
550  W.  Thomas  Road 
Phone  CResIwood  4-2081 
Phoenix,  Arizona 


LOWELL  C.  WORMLEY,  M.D.,  F.A.C.S. 

Mid-Town  Medical  Building 
1 North  12th  Street 
Phoenix,  Arizona 


At  your  store 
or  coll 

AM  4-0221 

for 

FREE 

Home  Delivery 


A Low  Sodium  Diet  is 
Not  Complete  Without... 

Crystal  Distal 

STEAM  DISTILLED  WATER 


Scientifically  Processed 
and  Mineral  Free 

The  purest  water  available. 
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Classified 


DANNY  T.  SEIVERT 
INSURANCE 

Malpractice  & Non-Cancelable  Disability 
with  Guaranteed  Rates 

Professional  Programs  for  Professional  Men 

5133  N.  Central  Ave.  — Phoenix 
Telephone  277-1487 


EXPERIENCED  ADMINISTRATOR 
FOR  100  BED 

nursing  home  to  be  built  in  Tucson.  Non  Sec- 
tarian- Must  be  familiar  with  modern  Hospital 
administration,  physical  and  occupational  ther- 
apy. Construction  to  start  about  January  1. 
Salary  $12,000  per  year.  Please  give  complete 
background  and  experience  in  reply.  All  in- 
quiries held  in  strict  confidence.  Reply  to  Post 
Office  Box  4340,  Tucson,  Arizona. 


BOARD  CERTIFIED  GENERAL 
SURGEON; 

Age  38;  married  with  family;  FACS;  licensed 
in  Arizona;  desires  association  with  group  or 
individual  in  practice  of  surgery.  No  objection 
to  limited  general  practice.  Available  at  present 
for  personal  interview  for  mutual  evaluation. 
Reply  ARIZONA  MEDICINE,  Box  63-1-9. 


Board  Certified  General  Surgeon  experienced 
in  thoracic  and  pediatric  surgery  desires  asso- 
ciation in  Arizona.  Finishing  military  service 
February,  1964;  fluent  Spanish;  age  33,  mar- 
ried. Reply  Box  63-1-10,  ARIZONA  MEDICINE. 


GENERAL  SURGEON  — Age  44,  married,  pro- 
testant,  F.A.C.S.,  Board  eligible.  Desires  re- 
location in  Arizona.  Association  with  individual 
or  clinic.  Some  industrial  experience.  Present 
location  eight  years. 

Contact:  Charles  R.  Turner,  M-D. 

805  Seventh  Street 
Brookings,  South  Dakota 
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MEDICAL  SOCIETY  OF  THE  UNITED  STATES  AND  MEXICO 


February,  1964 
Vol.  21,No.  2 


FEATURES: 


The  Great  Books  of  Medicine  Page  83 

John  R.  Green,  M.D. 

Is  It  Possible  to  Have  Health  Without  Welfare? Page  123 

Richard  L.  Durbin 
Robert  C.  Hardy 

AMA  Honors  Jesse  Hamer,  M.D Page  131 


AMYTAL 
TAKES 
THE  EDGE 
OFF 
DAYTIME 
ANXIETY 
AND 
TENSION 


Amytal  is  a moderately  long-acting  barbiturate  that  takes  the 
edge  off  daytime  anxiety  and  tension  without  significant  change 
in  mood  and  attitude.  Since  Amytal  is  metabolized  in  the  liver 
within  twenty-eight  hours,  overlapping  of  effect  is  minimized, 
and  renal  damage  does  not  constitute  a contraindication. 

Side-Effects:  Idiosyncrasy  or  allergic  reactions  to  the  barbi- 
turates may  occur. 

Precautions  and  Contraindications:  Amytal  should  be  used 
with  caution  in  patients  with  decreased  liver  function,  since  a 
prolongation  of  effect  may  occur.  Administration  in  the  presence 
of  uncontrolled  pain  may  produce  excitement.  WARNING— May 
be  habit-forming. 

Dosage:  Doses  should  be  individualized  for  each  patient.  The 
usual  adult  sedative  dosage  ranges  from  30  mg.  (1/2  grain)  to 
50  mg.  (3/4  grain)  two  or  three  times  daily. 


Additional  information 
available  upon  request. 
Eli  Lilly  and  Company, 
Indianapolis  6,  Indiana. 


AMYTAL' 

AMOBARBITAL 


Helps  to  make  the  epileptic’s  life  more  meaningful 


Effective  in  control  of  grand  mal  and  psychomotor  seizures,  this  agent  enables  the  epileptic 
patient  to  lead  a useful  life. 

Indications:  Grand  mal  epilepsy  and  certain  other  convulsive  states.  Precautions:  Toxic  effects 
are  infrequent:  allergic  phenomena  such  as  polyarthropathy,  fever,  skin  eruptions,  and  acute 
generalized  morbilliform  eruptions  with  or  without  fever.  Rarely,  dermatitis  goes  on  to  exfolia- 
tion with  hepatitis,  and  further  dosage  is  contraindicated.  Eruptions  then  usually  subside. 
Though  mild  and  rarely  an  indication  for  stopping  dosage,  gingival  hypertrophy,  hirsutism,  and 
excessive  motor  activity  are  occasionally  encountered,  especially  in  children,  adolescents,  and 
young  adults.  During  initial  treatment,  minor  side  effects  may  include  gastric  distress,  nausea, 
weight  loss,  transient  nervousness,  sleeplessness,  and  a feeling  of  unsteadiness.  Ail  usually 
subside  with  continued  use.  Megaloblastic  anemia  hasbeen 
reported.  Nystagmus  may  develop.  Nystagmus  in  combi- 
nation with  diplopia  and  ataxia  indicates  dosage  should  be 
reduced.  Periodic  examination. of  the  blood  is  advisable. 


New 


c 


SAUNDERS  BOOKS 


and 

Editions 


New!  The  1964  CURRENT  THERAPY  VOLUME 


This  just -revised  annual  volume  gives  you  today’s  most 
successful  treatments  for  nearly  400  common  diseases 
and  disorders — from  abscess  to  zoster,  from  the  common 
cold  to  alcoholism.  Over  300  eminent  contributors  to 
1964  Current  Therapy  have  sifted  hundreds  of  new 
treatments  and  drugs — discarded  the  outmoded,  re- 
tained those  still  most  effective,  and  added  the  new 
and  more  successful.  These  concise  but  thorough  de- 
scriptions of  treatment  methods  bristle  with  practical 
facts  and  brisk  instructions.  Exact  dosages  are  given 
and  prescriptions  written  out  where  necessary.  This 
year’s  volume  contains  237  articles  in  which  some  sig- 
nificant changes  have  been  made  in  the  treatment 


method.  Here  are  but  a few:  Newer  knotvledge  and 
Therapy  of  Chorea — Use  of  Flagyl  in  Therapy  of  Tricho- 
moniasis— Management  of  Transfusion  Reactions  and 
Shock — The  New  Vaccine  for  Prevention  of  Measles — 
Treatment  of  Episodic  Cerebral  Circulatory  Syndrome — 
Streptokinase  and  Fihrinolysin  in  Treatment  of  Stroke — 
Newer  Agents  in  Therapy  of  Bacterial  Pneumonia — 
Effective  Measures  in  Managing  Hemochromatosis  and 
Hemosiderosis — Improvements  in  Cardiac  Pacemaker — 
Netver  Treatment  of  Salmonella  Infections  — Therapy  of 
Neurogenic  Raynaud’’ s Syndrome. 

An  Annual  Volume.  Edited  by  Howard  F.  Conn,  M.D.,  with  contri- 
butions from  320  Leading  Authorities.  About  815  pages,  8"  x lO'/i". 
$13.00.  Just  Ready! 


New!  Reuter's  ATLAS  OF 

Here  is  a beautifully  illustrated  and  effective  new  guide 
to  the  urologic  uses  of  the  endoscope.  A highly  informa- 
tive introductory  section  discusses  modern  instruments, 
recent  developments  in  endophotography,  and  other 
technical  advances.  Dr.  Reuter  covers  the  techuique  of 
cystoscopy  and  techniques  of  transurethral  diagnosis 
and  surgery.  He  illuminates  the  details  of  transurethral 
prostatic  resection.  Precise  instructions  are  included  for 
handling  the  resectoscope,  and  such  useful  procedures 
as  electrocoagulation  with  the  button  electrode  are 
described.  The  second  half  of  the  book  is  devoted  to  a 
diagnostic  atlas  of  magnificent  endoscopic  views,  most 
reproduced  in  full  color,  and  accompanied  by  a brief 


UROLOGIC  ENDOSCOPY 

legend  giving  the  history  and  symptoms  of  the  patient 
and  the  techniques  of  examination  (angle  of  vision, 
peculiarities  of  lens  and  irrigation,  degree  of  bladder 
distention).  Here  are  but  a few  of  the  mauy  conditions 
and  anatomical  views  that  are  pictured:  Subacute  follic- 
ular cystitis — Many  varieties  of  bladder  stones — Dome 
of  atonic  bladder — Stricture  of  the  bladder  neck — Sarcoma 
of  the  bladder — Erupting  prostatic  abscess — Many  views 
showing  results  of  transurethral  prostatectomy — adenoma 
of  the  prostate. 

By  H.  J.  Reuter,  M.D.,  Private  Urologic  Hospital,  Stuttgart, 
Germany.  Translated  by  Hubert  G.  W.  Frohmuller,  M.D.,  Fellow 
in  Urology  of  the  Mayo  Clinic,  Rochester,  Minnesota.  114  pages, 
6^"  X 9Y2",  with  178  figures,  105  in  color.  About  $15.00. 

New — Just  Ready! 


New  (2nd)  Edition!  Bockus'  GASTROENTEROLOGY 


Volume  I published  January,  1963  (Esophagus  and 
Stomach).  Volume  II  Just  Ready  (Intestines, 
Colon  and  Peritoneum).  Volume  III  Ready  Sep- 
tember, 1964  (Liver,  Biliary  Passages,  Gall  Bladder, 
Pancreas).  This  is  the  New  ( Second)  Edition  of  a monu- 
mental work  on  all  known  primary  and  secondary  dis- 
orders of  the  digestive  tract  and  its  appendages.  Each 
disorder  is  discussed  in  a logical  pattern:  causative 
factors,  clincial  features,  diagnostic  aids,  differential 
diagnosis  and  therapy.  Illustrations  are  used  lavishly. 
Many  are  in  vivid  color.  Included  in  the  two  volumes 
now  completed  you’ll  find  new  chapters  on:  Oral  Mani- 
festations of  Internal  Disease;  Tests  Employed  in  the 
Study  of  Esophageal  Function;  Protein-Losing  Gastro- 
enteropathies ; The  Acute  Abdomen;  Peritoneoscopy; 


Lymphangiography;  etc.  You’ll  find  a new  section  of 
endoscopic  views  of  the  esophagus  and  stomach  in 
magnificent  color.  This  revision  incorporates  all  the 
advances  made  in  the  fields  of  cytology,  radiology  and 
biochemistry  as  they  relate  to  gastroenterology.  Newer 
and  more  effective  methods  of  therapy  are  evident 
throughout. 

By  Henry  L.  Bockus,  M.D.,  Emeritus  Professor  of  Medicine, 
University  of  Pennsylvania  Graduate  School  of  Medicine.  With  con- 
tributions from  31  former  and  present  associates  at  the  University  of 
Pennsylvania  Medical  Schools.  Three  volumes,  totalling  about  3000 
pages,  1"  X 10",  with  about  600  illustrations,  many  in  color.  Volume  I, 
Esophagus  and  Stomach,  958  pages.  298  illustrations.  $25.00.  Published 
January,  1963,  Volume  II,  The  Small  Intestine,  Absorption  and 
Nutrition,  The  Colon,  Peritoneum,  Mesentary  and  Omentum,  Gastroin- 
testinal Parasites,  about  1280  pages,  with  about  200  illustrations. 
About  $28.00.  Just  Ready.  Volume  III,  Liver,  Biliary  Tract  and 
Pancreas,  Secondary  Gastrointestinal  Disorders,  ready  September  1964. 

New  {Second)  Edition! 
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A rhinologic  approach  to  the  sinuses 

Sagittal  anatomical  section  of  nasal 
cavity  showing  approach  for  probing  or 
irrigation  by  cannulas. 

A— Sphenoid:  A sphenoid  cannula  (under 
13.5  cm.)  passed  around  the  middle  and 
superior  turbinates  to  the  anterior  wail  of 
the  sinus  through  its  ostium. 

B— Maxillary:  A conventional  antral 
cannula  passed  beneath  the  middle 
turbinate,  over  the  uncinate  process,  and 
rotated  downward  and  laterally  into  the 
ostium. 


C— Frontal:  A conventional  antral 
cannula  passed  after  preliminary 
maneuvers  through  the  frontonasal  canal 
into  the  ostium  frontale. 


In  colds  and  sinusitis 

NeiMiynepliriiieWr 

hydrochloride 

(Brand  of  phenylephrine  hydrochloride) 

can  help  prevent  emergency  measures  later 


Before  complications  arise  in  colds  and  sinusitis, 

Neo-Synephrine  solutions  and  sprays  reduce  nasal 
turgescence  on  contact  — to  promote  essential 
aeration  and  drainage.  Turbinates  shrink,  sinus 
ostia  open  and  drainage  is  freed.  Relief  is  instant 
and  the  threat  of  complications  is  lessened. 

In  the  treatment  of  sinusitis,  the  ’A  per  cent  solu- 
tion is  a preferred  vasoconstrictor,  . . most 
closely  approximating  physiologic  composition 

with  the  least  ‘rebound’  tendency ”*  Gentle 

Neo-Synephrine  is  well  tolerated  by  delicate  re- 

*Reed, G.  F.:  Sinusitis,  New  England  J.  Med,  267:402,  Aug.  23,  1962. 


spiratory  tissues.  Systemic  effects  are  practically 
nil,  post-therapeutic  turgescence  is  minimal  and 
repeated  applications  do  not  lessen  its  effective- 
ness. Neo-Synephrine  has  been  a standard  among 
vasoconstrictors  since  1935. 

Available  in  plastic  nasal  sprays  for  adults  (’AVo) 
and  children  (V4%),  in  solutions  of  Vs,  Vs  or  1 
per  cent. 


Winthrop  Laboratories 
New  York,  N.  Y. 
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who  were  the 
‘untreatables”? 


From  their  inception  with  cortisone,  to  the  present- 
day  variants  of  the  steroid  molecule,  the  corticoster- 
oids have  presented  a therapeutic  paradox.  The 
beneficial  action  against  infla,mmation  and  allergy  as 
well  as  several  undesirable  metabolic  effects  are  all, 
apparently,  the  results  of  the  same  basic  physiologic 
action.^ 

Some  of  these  associated  metabolic  reactions  made  it 
risky  or  otherwise  undesirable  to  treat  with  steroids 
large  numbers  of  patients  in  various  categories  who 
would  otherwise  have  benefited  from  such  manage- 
ment. These  “untreatables”  were  overweight,  had 
cardiac  disease,  hypertension,  or  pulmonary  fibrosis 
associated  with  congestive  heart  failure.  Also  in 
this  category  were  those  patients  whose  emotional 
symptoms  were  aggravated  by  earlier  steroids. 

But  the  advent  of  ARISTOCORT®  Triamcinolone  in 
1958 -the  result  of  biochemical  and  pharmacologic 
research  which  successfully  stripped  away  many 
important  undesirable  hormonal  effects  from  the 
primary  anti-inflammatory  action  — dramatically 
changed  this  picture.  This  steroid  did  not  overstimu- 
late the  appetite,  or  cause  the  excessive  weight  gain 
induced  by  other  steroids  it  proved  to  have  one  of 
the  best  records  of  any  steroid  for  not  causing  edema, 
or  salt-and-water  retention; 2- s. 7-10  incidence 

of  undesirable  euphoria  with  this  agent  was  remark- 
ably low.2-  4. 5, 9, 10  What  is  most  significant  is  that  these 
benefits  have  stood  the  test  of  more  than  5 years  of 
widespread  use.  And,  of  course,  the  avoidance  of 
these  distressing  hormonal  effects  benefited  all  pa- 
tients requiring  steroids,  not  just  those  in  the  special 
categories,  as  demonstrated  by  wide  clinical  use. 


Side  Effects.  Since  it  may,  under  some  circumstances, 
produce  any  of  the  unwanted  effects  common  to  all 
cortisone-like  drugs,  discrimination  should  always  be 
exercised  in  administering  ARISTOCORT®  Triam- 
cinolone. Any  of  the  Cushingoid  effects  are  possible, 
as  are  purpura,  G.I.  ulceration,  increased  intracranial 
pressure  and  subcapsular  cataract.  Corticosteroids 
generally  may  mask  outward  signs  of  bacterial  or 
viral  infections.  Catabolic  effects  to  watch  for  include 
muscle  weakness  and  osteoporosis.  Weight  loss  may 
occur  early  in  treatment  but  is  usually  self-limiting. 

Contraindications.  While  the  only  absolute  contra- 
indications are  tuberculosis  and  herpes  simplex,  there 
are  some  relative  contraindications  (peptic  ulcer, 
glomerulonephritis,  myasthenia  gravis,  osteoporosis, 
fresh  intestinal  anastomoses,  diverticulitis,  throm- 
bophlebitis, psychic  disturbance,  pregnancy,  infec- 
tion) to  weigh  against  expected  benefits. 

While  no  steroid  can  cure  a susceptible  disorder, 
many  patients  who  would  otherwise  be  confined  in  a 
state  of  invalidism  have,  on  ARISTOCORT®  Triam- 
cinolone, been  able  to  pursue  active,  useful  lives. 

References:  1.  Levine,  R.:  Rationale  for  the  Use  of  Adrenal  Steroids, 
Paper  presented  at  Annual  Convention,  Medical  Society  of  the  State 
of  New  York,  New  York,  May  13-17,  1963.  2.  Hollander,  J.  L.:  ClinicaJ 
Use  of  Dexamethasone.  JAMA  172-.Z06  (Jan.  23)  1960.  3.  Boland, 
E.  W.:  Chemically  Modified  Adrenocortical  Steroids.  JAMA  174:835 
(Oct.  15)  1960.  4.  McGavack,  T.  H.:  The  Newer  Synthetic  Adreno- 
cortical Steroids  in  Therapy.  Nebraska  Med.  J.  44:377  (Aug.)  1959.  5, 
Freyberg,  R.  H.:  Berntsen,  C.  A.,  Jr.,  and  Heilman,  L.:  Further  Ex- 
periences with  Al,  9 Alpha  Fluoro,  16  Alpha  Hydroxyhydrocortisone 
(Triamcinolone)  in  Treatment  of  Patients  with  Rheumatoid  Arthritis. 
Arthritis  Rheum.  1:215  (June)  1958.  6.  Cahn,  M.  M.  and  Levy,  E.  J.: 
Triamcinolone  in  the  Treatment  of  Dermatoses.  Amer.  Practit.  10:993 
(June)  1959.  7.  AMA  Council  on  Drugs:  New  and  Nonofficial  Drugs, 
JAMA  169:255  (Jan.  17)  1959.  8.  McGavack,  T.  H.;  Kao,  K.-Y.  T.; 
Leake,  D.  A.;  Bauer,  H.  G.,  and  Berger,  H.  E.:  Clinical  Experiences 
with  Triamcinolone  in  Elderly  Men.  Amer.  J.  Med.  Sci.  236:720  (Dec.) 
1958.  9.  Fernandez-Herlihy,  L.:  III.  Use  and  Abuse  of  Corticosteroid 
Therapy-The  Structure  and  Biologic  Activity  of  the  Corticosteroid 
Hormones  and  ACTH,  Med.  Clin.  N.  Amer.  44:509  (Mar.)  1960.  10. 
McGavack,  T.  H.:  Triamcinolone:  A Potent  Anti-inflammatory  Sodium 
Excreting  Adrenosteroid.  Clin.  Med.  6:997  (June)  1959. 


maximum  steroid  benefit— minimum  steroid  penalty 


Triamcinolone 


1 mg.,  2 mg.  or  4 mg.  tablets 


LEDERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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702  Eighth  St.,  Safford,  Arizona 

Earl  R.  Baldwin,  M.D Southern  District 

1 16  N.  Tucson  Blvd.,  Tucson,  Arizona 

Philip  G.  Derickson,  M.D Southern  District 

744  N.  Country  Club  Rd.,  Tucson,  Arizona 

Hermann  S.  Rhu,  M.D Southern  District 

5th  Street  & Alvemon,  Tucson,  Arizona 

Howard  W.  Finke,  M.D Southwestern  District 

Magma  Hospital,  Superior,  Arizona 


DIRECTOR  AT  LARGE 

Clarence  E.  Yount,  Jr.,  M.D Past  President 

P.  C3.  Box  1626,  Prescott,  Arizona 


COMMITTEES  - 1963-64 

NOTE:  The  President,  President-elect  and  Secretary  are  ex-officio 
members  of  all  committees  unless  otherwise  specified. 

ARTICLES  OF  INCORPORATION  & BY-LAWS  COMMITTEE; 
Walter  Brazie,  M.D.,  Chairman  (Kingman) 

BENEVOLENT  AND  LOAN  FUND  COMMITTEE:  Daniel  T. 
Cloud,  Jr.,  M.D.,  Chairman  (Phoenix) 

CENTRAL  OFFICE  ADVISORY  COMMITTEE:  Arthur  V.  Dud- 
ley, Jr.,  M.D.,  Chairman  (Tucson) 

EXECUTIVE  COMMITTEE:  William  B.  Steen,  M.D.,  Chairman, 
(Tucson) 

GRIEVANCE  COMMITTEE:  Clarence  E.  Yount,  Jr.,  M.D. 

Chairman  (Prescott) 

HISTORY  AND  OBITUARIES  COMMITTEE:  Howell  S.  Ran- 
dolph, M.D.,  Chairman  (Phoenix) 

INDUSTRIAL  RELATIONS  COMMITTEE:  Oscar  W.  Friske, 
M.D.,  Chairman  (Youngtown) 

LEGISLATIVE  COMMITTEE:  Jesse  D.  Hamer,  M.D.  Chairman 
(Phoenix) 

MEDICAL  ECONOMICS  COMMITTEE;  Ian  M.  Chesser,  M.D., 
Chairman  (Tucson) 

MEDICO-LEGAL  COMMITTEE:  Jack  E.  Brooks,  M.D.,  Chair- 
man (Phoenix) 

PROCUREMENT  AND  ASSIGNMENT  COMMITTEE;  Joseph  M. 
Greer,  M.D.,  Chairman  (Phoenix) 

PROFESSIONAL  COMMITTEE:  Robert  B.  Leonard,  M.D., 

Chairman  (Phoenix) 

PROFESSIONAL  LIAISON  COMMITTEE:  Hugh  H.  Smith,  M.D., 
Chairman  (Tucson) 

PUBLIC  RELATIONS  COMMITTEE:  James  E.  O’Hare,  M.D., 
Chairman  (Tucson) 

PUBLISHING  COMMITTEE:  Robert  F.  Lorenzen,  M.D.,  Editor- 
in-Chief,  Chairman  (Phoenix) 

SCIENTIFIC  ASSEMBLY  COMMITTEE;  W.  Albert  Brewer, 
M.D.,  Chairman  (Phoenix) 

Complete  officer  and  committee  listings  will 


COUNTTf  MEDICAL  SOCIETY  OFFICERS  FOR  1963 

APACHE:  Ira  L.  Casey,  M.D.,  President,  Box  299,  Springerville; 
Jack  I.  Mowrey,  M.D.,  Secretary,  McNary  Hospital,  McNary. 

COCHISE:  Harry  C.  Smith,  M.D.,  President,  640  — lOth  St., 
Douglas;  Raymond  Grossman,  M.D.,  Secretary,  610  — 9th 
St.,  Douglas. 

COCONINO;  George  H.  Yard,  M.D.,  President,  206  W.  Hunt 
Ave.,  Flagstaff;  Leo  J.  Ankenbrandt,  M.D.,  Secretary,  272.5 
E.  Lakin  Dr.,  Flagstaff. 

GILA:  Bernard  J.  Collopy,  M.D.,  President,  Miami  Inspiration 
Hospital,  Miami;  Bert  E.  Lambrecht,  M.D.,  Secretary,  Box 
1837,  Miami. 

GRAHAM;  Frederick  W.  Knight,  M.D.,  President,  618  Central 
Avenue,  Safford;  Robert  B.  Patterson,  M.D.,  Secretary, 
.503  Fifth  Avenue,  Safford. 

GREENLEE:  Hugh  LaMaster,  M.D.,  President,  Box  1597,  Clifton; 
Charles  B.  Daniell,  M.D.,  Secretary,  Morenci  Hospital, 
Morenci. 

MARICOPA:  Wallace  A.  Reed,  M.D.,  President,  222  West  Osborn 
Rd.,  Phoenix;  Clifford  E.  Ernst,  M.D.,  Secretary,  909  E. 
Brill  St.,  Phoenix. 

(Society  Office  — 2025  N.  Central  Avenue,  Phoenix) 

MOHAVE:  Walter  Brazie,  M.D.,  President,  Masonic  Building, 
Kingman;  John  J.  Standifer,  M.D.,  Secretary,  412  E.  Oak 
Street,  Kingman. 

NAVAJO;  Theodore  L.  Lothman,  M.D.,  President,  Box  397,  Hol- 
brook; Claude  H.  Peterson,  M.D.,  Secretary,  212-A  Bruch- 
man  Bldg.,  Winslow. 

PIMA:  Philip  G.  Derickson,  M.D.,  President,  744  N.  Coimtry 
Club  Rd.,  Tucson,  Elliott  E.  Steams,  Jr.,  M.D.,  Secretar;’, 
2442  E.  Elm  St.,  Tucson. 

(Society  Office  — 2.55.5  East  Adams  Street,  Tucson) 

PINAL:  Robert  Z.  Collings,  Jr.,  M.D.,  President,  Florence  Blvd. 
& Center  St.,  Casa  Grande;  George  Boiko,  M.D.,  Secretary, 
703  N.  Olive  St.,  Casa  Grande. 

SANTA  CRUZ:  Karl  L.  Meyer,  M.D.,  President,  Stage  Building, 
Nogales;  Charles  S.  Smith,  M.D.,  Secretary,  Gebler  Building, 
Nogales. 

YAVAPAI:  Clarence  E.  Yount,  Jr.,  M.D.,  President,  P.  O.  Box 
1626,  Prescott;  William  R.  Shepard,  M.D.,  Secretary,  506 
Gurley  St.,  Prescott. 

YUMA:  Ellis  V.  Browning,  M.D.,  President,  407  N.  16th  St., 
Yuma;  James  Volpe,  Jr.,  M.D.,  Secretary,  1801  Sixth  Ave., 
Yuma. 


WOMAN’S  AUXILIARY  TO  THE  ARIZONA  MEDICAL 
ASSOCIATION  — 1963-64  Board  Members 

President  Mrs.  Clare  W.  Johnson  (MaryAime) 

318  West  Lawrence  Road,  Phoenix  13,  Arizona 

President-elect  Mrs.  Richard  B.  Johns  (Ruth) 

508  West  Rose  Lane,  Phoenix  13,  Arizona 

1st  Vice  President Mrs.  Herbert  D.  Welsh  (Lynn) 

Route  8,  Box  18,  Tucson,  Arizona 

2nd  Vice  President  Mrs.  William  Scott  (Jean) 

340  South  Country  Club  Road,  Tucson,  Arizona 

Treasurer Mrs.  Joe  L.  Bonnet  (Lorri) 

450  East  Ocotillo  Road,  Phoenix  12,  Arizona 

Recording  Secretary  Mrs.  Richard  Dexter  (Bobbe) 

6842  East  Tawa,  Tucson,  Arizona 

Corresponding  Secretary Mrs.  Robert  Price  (Dorothy) 

163  West  Myrtle,  Phoenix  21,  Arizona 

Director  (1  year)  Mrs.  Frederick  Knight  (Mary) 

618  Central  Avenue,  Safford,  Arizona 

Director  (1  year)  Mrs.  Seymour  Shapiro  (Arline) 

5433  East  Eighth  Street,  Tucson,  Arizona 

Director  (2  years)  Mrs.  WiUiam  H.  Lyle  (Jill) 

1400— 16th  Place,  Yuma,  Arizona 

SOCIEDAD  MEDICA  DE  ESTADOS  UNIDOS  DE 
NORTE  AMERICA  Y MEXICO 
MEDICAL  SOCIETY  OF  THE  UNITED  STATES  & MEXICO 

President  Dr.  Robert  E.  Hastings 

1014  N.  Country  Club  Road,  Tucson,  Arizona 

President-elect Dr.  Carlos  Tapia  Tellez 

Blvd.  Obregon  y Morelos,  Hermosillo,  Sonora,  Mexico 

Vice  President  Dr.  Maxwell  Lockie 

40  North  Street,  Buffalo  2,  New  York 

Secretary  for  the  United  States Dr.  James  D.  Nauman 

1603  N.  Tucson  Blvd.,  Tucson,  Arizona 

Secretary  for  Mexico Dr.  Fausto  Zeron  Medina 

Avenida  Alemania  No.  535,  Guadalajara,  Jal.,  Mexico 

Treasurer  for  the  United  States  Dr.  Lucy  Vemetti 

2021  N.  Central  Avenue,  Phoenix.  Arizona 

Treasurer  for  Mexico Dr.  Eduardo  Gonzalez  Murguia 

Juarez  673,  Guadalajara,  Jal.,  Mexico 

Executive  Secretary  for  Mexico Mr.  Alfredo  Patron 

Mazatlan,  Sinaloa,  Mexico 

appear  in  the  May  and  December  issues. 
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“Upon  arising,  nose  was  open”  how  another  happy 
patient  describes  the  nasal  decongestant  action  of  Dime- 
tapp  Extentabs*— how  would  your  patients  describe  it?/ In 
Sinusitis,  Colds,  U.R.I.,  up  to  10-12  hours’  clear  breathing 
on  one  tablet/ Also  available:  Dimetapp  Elixir,  for  t.i.d.  or 
q.i.d.  dosage.. 

Dimetapp  Extentabs 

[Dimetane®  (brompheniramine  maleate),12.0  mg.; 
phenylpropanolamine  hydrochloride,  15  mg.; 

phenylephrine  hydrochloride,  15  mg.] 

A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VA. 

♦ CLINICAL  REPORT  ON  TILE,  MEDICAL  DEPT.,  A.H.  ROBINS  CO.,  INC. 


BRIEF  SUMMARY:  Indications: 
Dimetapp  reduces  nasal  secre- 
tions, congestion,  and  postnasal 
drip  for  symptomatic  relief  of 
colds,  U.R.I.,  sinusitis,  and  rhi- 
nitis. Side  Effects:  In  high  dos- 
ages, occasional  drowsiness 
due  to  the  antihistamine  or  CNS 
stimulation  due  to  the  sym- 
pathomimetics  may  be  ob- 
served. Precautions:  Administer 
with  caution  in  cardiac  or  pe- 
ripheral vascular  diseases  and 
hypertension.  Contraindica- 
tions: Antihistamine  sensitivity. 
Not  recommended  for  use  dur- 
ing pregnancy. 


Name 


Address 


cut  Rx  writing  by  2/3 
in  colds, flu  or  grippe 


No  need  to  write  three  separate  prescriptions  for  antitussive, 
decongestant  and  analgesic  relief  of  common  cold, 
flu  or  grippe  symptoms  when  it  is  therapeutically  correct . . . 

economically  sound. ..to  specify 


Each  tablet  contains: 

Codeine  Phosphate* ; 15  mg. 

Sudafed’®  brand  Pseudoephedrine  Hydrochloride. . 20  mg. 

‘Perazir®  brand  Chlorcyclizine  Hydrochloride 15  mg. 

Phenacetin 150  mg. 

spirin 200  mg. 

Caffeine. 30  mg. 

*Warning  — may  be  habit  forming 

Emprazil-C’  Tablets  are  available  on  prescription  only. 

Dosage:  Adults  and  children  over  12  years  — 1 or  2 
tablets  — 3 times  daily  as  required.  Children  6 to  12 
years  — 1 tablet  — 3 times  daily  as  required.  Caution: 
While  pseudoephedrine  is  virtually  without  pressor 
effect  in  normotensive  patients,  it  should  be  used 
with  caution  in  hypertension.  Also,  while  chlorcy- 
clizine has  a low  incidence  of  antihistaminic 
drowsiness,  the  usual  precautions  should  be 
observed.  Supplied:  Bottles  of  100  tablets. 

Also  available  without  codeine  as 
‘EMPRAZIL’®  TABLETS 

Complete  literature  avaiiable  on  request  from 
Professional  Services  Dept.  PML. 

BURROUGHS  WELLCOME  & GO  (U.S.A.)  INC. 

Tuckahoe,  N.  Y. 


ANTITUSSIVE/DECONGESTANT/ANALGESIG 


‘EMPRAZIL-C’TABLETS 


Arizona  Medical  Association  Reports 


PROFESSIONAL  COMMITTEE 

Meeting  of  the  Professional  Committee  of  Tho  Ari- 
zona Medical  Association,  Inc.,  held  Sunday,  December 
15,  1963,  in  the  French  Quarter  of  the  Safari  Hotel, 
Scottsdale,  Arizona,  convened  at  10:10  A.M.,  Robert  B. 
Leonard,  M.D.,  Chairman,  presiding. 

ROLL  CALL 

Present: 

Drs.  Baker,  Earl  J.;  Bendheim,  Otto  L.;  Brewer,  W. 
Albert;  Cole,  Roger  W.;  Farness,  Orin  Jr.;  Fife,  Ray; 
Henderson,  Charles  E.,  Secretary;  Kohl,  Jr.,  Harold  W.; 
Leonard,  Robert  B.,  Chairman;  Meyer,  Karl  L.;  Rhu, 
Hermann  S.;  Steen,  William  B.,  President. 

Messrs.  Boykin,  Paul  R.,  Assistant  Executive  Secretary; 
Carpenter,  Robert,  Executive  Secretary;  Ledwidge,  Jos- 
eph A.,  Executive  Assistant. 

Guests: 

Drs.  Farner,  Lloyd  M.,  Commissioner,  Arizona  State 
Department  of  Health;  Waldron,  Carl  M.,  Member,  Ari- 
zona State  Civil  Defense  Committee. 

Excused: 

Dr.  Alway,  James  D. 

MINUTES 

It  was  regularly  moved  and  carried  that  the  minutes 
of  the  meeting  of  the  Professional  Committee  held  Jan- 
uary 13,  1963  be  approved  as  printed  and  circulated 
among  the  members. 

MEMBERSHIP 

The  Chairman  welcomed  and  introduced  the  new 
members  of  the  Professional  Committee:  Harold  W. 
Kohl,  Jr.,  M.D.  (Subcommittee  on  Aging);  Roger  W. 
Cole,  M.D.  (Subcommittee  on  Hospitals,  Nursing  and 
Hard  of  Hearing)  and  Karl  L.  Meyer,  M.D.  (Subcommit- 
tee on  Venereal  Diseases  and  Medical  Education). 

SUBCOMMITTEE  REPORTS 

Aging 

Doctor  Kohl  reported  the  only  item  of  business  com- 
ing to  the  attention  of  the  subcommittee  on  Aging  was 
a questionnaire  from  the  American  Medical  Association 
relative  to  its  bulletins  on  aging;  said  bulletin  reporting 
in  three  areas  (1)  the  AMA  activities  in  aging;  (2)  activ- 
ities of  the  other  states  and  local  societies  on  aging;  and 
(3)  all  other  state  and  local  activities  associate  with  legis- 
lative programs  conducted  relative  to  the  subject  of 
aging. 

Doctor  Kohl  indicated  that  he  had  requested  receipt 
of  all  of  these  items  of  information  from  the  AMA. 

It  was  regularly  moved  and  carried  that  the  commit- 
tee accept  the  report  of  the  subcommittee  on  Aging. 
Disaster  Medical  Care 

Doctor  Baker  reported  on  the  activities  of  the  sub- 
committee on  Disaster  Medical  Care  and  made  recom- 
mendations which  will  be  submitted  in  writing  to  the 
Board  of  Directors. 

The  Chairman  of  the  subcommittee  on  Disaster  Medi- 
cal Care  recommends  that  there  be  an  annual  speaker 
or  speakers  on  a portion  of  the  program  of  the  Annual 
Meeting  devoted  to  Disaster  Medical  Care  and  that  an 
exhibit  be  prepared  and  be  had  annually  at  the  State 


Association  meeting. 

It  was  moved  and  seconded  that  there  be  an  annual 
meeting  of  the  Disaster  Medical  Care  subcommittee  to 
coincide  with  the  State  Medical  Association  annual  meet- 
ing; that  a strong  effort  be  made  to  establish  a position 
staffed  by  a doctor  or  a physician  in  the  State  Public 
Health  Department  entirely  devoted  to  disaster  medi- 
cine; that  a portion  of  the  annual  meeting  program  be 
devoted  to  Disaster  Medical  Care. 

General  Medicine 

Doctor  Farness  discussed  the  development  of  a state- 
wide Rheumatic  Fever  program,  under  the  sponsorship 
of  the  Arizona  State  Department  of  Heatlh,  the  purpose 
of  which  would  be  (1)  to  provide  low  cost  penicillin  in 
order  to  lighten  the  financial  burden  inherent  in  provid- 
ing daily  oral  penicillin  for  the  prevention  of  recurrent 
rheumatic  fever;  and  (2)  to  secure  statistical  data  con- 
cerning rheumatic  fever. 

It  was  recommended  that  we  endorse  the  program  of 
the  State  Health  Department,  implementing  the  low  cost 
purchase  or  free  distribution  of  penicillin  on  proper  ap- 
plication and  clearance  for  those  physicians  who  want  it 
for  children  who  have  had  rheumatic  fever  or  are  sub- 
ject to  recurrence  of  strep  infections. 

The  chainnan  reported  the  conclusions  of  the  Phoenix 
Ophthalmological  Society  which  were;  that  glaucoma 
screening  does  play  a part  particularly  as  an  educational 
medium  to  alert  the  public  to  the  existence  of  the  dis- 
ease but  as  a true  screening  device  to  uncover  previously 
undetected  cases  of  glaucoma  it  has  definite  limitations. 
Because  the  results  of  glaucoma  screening  are  less  easy 
to  interpret  and  are  less  clear  cut  than  other  forms  of 
health  screening  and  because  it  was  felt  that  glaucoma 
screening  was  important  more  for  its  educational  aspects 
than  as  an  accurate  means  of  detecting  cases  of  glau- 
coma, it  was  felt  inadvisable  to  include  glaucoma 
screening  as  a part  of  the  State  Health  Department  mul- 
ti-screening program. 

The  committee  reaffirmed  its  recommendation  that 
we  look  forward  to  discontinuing  the  multi-phasic  screen- 
ing but  to  continue  the  program  of  the  mobile  x-ray 
units.  This  recommendation  should  include  that  the  con- 
tinuation of  the  multi-phasic  screening  program  should 
be  at  the  discretion  of  Doctor  Farner ’s  department  and 
his  financial  support. 

The  chairman  reported  on  the  subject  of  hyper  hemo- 
globulin  and  its  comparison  with  poliomyelitis  immune 
globulin  and  referred  to  a requested  announcement  rela- 
tive thereto,  published  in  the  September  1963  issue. 
Volume  20,  Number  9 of  Arizona  Medicine. 

It  was  recommended  that  Doctor  Frank  Shallenberger 
of  Tucson  write  an  additional  article  for  publication  in 
Arizona  Medicine,  indicating  what  this  product  is;  how 
it  compares  with  the  other;  and  where  it  can  be  ob- 
tained. 

The  chairman  reported  on  a communication  from  the 
American  Medical  Association  relative  to  a national  pro- 
gram against  smallpox  and  tetanus. 

The  committee  unanimously  adopted  the  following 
resolution  for  presentation  on  the  floor  of  the  House  of 
Delegates  at  the  1964  Annual  Meeting  of  ArMA: 
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Arizona  Medical  Association  Reports 

WHEREAS,  the  American  Medical  Association  is 
presently  sponsoring  a nationwide  program  for 
immunization  against  smallpox  and  tetanus, 
and 

WHEREAS,  the  American  College  of  Surgeons 
are  also  presently  sponsoring  a nationwide  pro- 
gram for  immunization  against  tetanus,  and 

WHEREAS,  there  were  approximately  400  cases 
of  tetanus  with  a 60%  mortality  in  the  United 
States  last  year  and  an  ever  increasing  prob- 
lem with  smallpox,  and 

WHEREAS,  the  National  Security  and  Disaster 
Committee  of  the  American  Medical  Associa- 
tion on  critical  review  of  the  potential  bac- 
teriological warfare  problem  has  made  the  pri- 
mary project  of  1963  an  effective  mass  immuni- 
zation program  with  particular  emphasis  on 
tetanus  and  smallpox;  therefore  be  it 

RESOLVED,  that  the  Arizona  Medical  Associa- 
tion go  on  record  strongly  in  favor  of  a pro- 
gram of  immunization  against  smallpox  and 
tetanus  in  the  State  of  Arizona  and  that  this 
program  be  implemented  at  the  local  level. 

It  was  strongly  suggested  by  the  subcommittee  on 
General  Medicine  that  appropriate  news  releases  be  pre- 
pared and  released  by  the  Public  Relations  Committee 
of  ArMA  in  cooperation  with  the  State  Health  Depart- 
ment, informing  the  public  of  the  various  campaigns  in 
the  field  of  health,  such  as  notification  of  National  Dia- 
betes Week. 

The  chairman  reported  on  the  activities  of  the  Poison- 
ing Control  subcommittee. 

It  was  directed  that  a letter  be  forwarded  to  the  Poi- 
soning Control  subcommittee  that  the  minutes  of  their 
meeting  of  May  17,  1963  had  been  reviewed  and  com- 
mending them  on  their  activities. 

MEETING  ADJOURNED  FOR  LUNCHEON  AT 
12:50  P.M. 

MEETING  RECONVENED  AT  2:05  P.M.,  ALL  MEM- 
BERS PRESENT  AT  THE  MORNING  SESSION  RE- 
SPONDING “AYE”  TO  THE  ROLL  GALL 
Hospitals,  Nursing  and  Hard  of  Hearing 

Doctor  Cole  reported  on  the  activities  of  the  Arizona 
State  Nurses  Association  relative  to  private  duty  fees. 

Doctor  Steen,  President  of  ArMA,  informed  the  com- 
mittee of  the  problems  associate  with  the  hospital  li- 
censing rules  and  regulations  in  Arizona  and  the  sugges- 
tions and  recommendations  of  the  Professional  Liaison 
Committee  of  ArMA,  who  also  has  considered  these 
problems. 

Considerable  discussion  was  held  on  the  subject  of 
control  of  the  building  and  financing  of  structures  for 
new  hosirital  beds  and  it  was  ultimately  determined  that 
Doctor  Steen,  President  of  ArMA,  being  in  attendance 
and  a member  of  the  Hospital  Construction  and  Advisory 
Committee,  would  discuss  these  items  of  business  with 
that  group  and  the  Board  of  Directors  of  ArMA. 

Maternal  and  Child  Health 

The  chairman.  Doctor  Rhu,  referred  to  an  inquiry 
from  H.  Howard  Holmes,  M.D.  of  Eloy,  Arizona,  rela- 
tive to  the  requirements  of  giving  a complete  physical 


examination  including  a standard  serological  test  to  de- 
termine whether  or  not  syphilis  was  present. 

The  committee  has  determined  that  according  to  the 
law  (ARS  25-103.01)  a complete  physical  examination  is 
part  of  the  requirements. 

It  was  regularly  moved  and  unanimously  carried  that 
the  committee  formally  request  an  interpretation  of  the 
law  from  the  Commissioner  of  the  Health  Department 
of  the  State  of  Arizona. 

The  chairman  reported  on  a request  from  the  Depart- 
ment of  Public  Welfare  of  tbe  State  of  Arizona  referable 
to  development  of  statewide  standards  recommended  for 
health  care  of  the  foster  home  child. 

It  was  dedetermined  that  this  committee  recommend 
to  the  Board  of  Directors  that  these  standards  be  ac- 
cepted as  minimal  standards. 

The  chairman  recommended  that  the  subcommittee 
membership  consist  of  Doctors  Edward  Sattenspiel 
(OBG);  Clarence  B.  Warrenburg  (OBG);  Derrill  B.  Man- 
ley  (PD);  Richard  B.  Johns  (PD)  all  of  Phoenix,  together 
with  Doctors  John  McEvers  (OBG);  Martin  S.  Withers 
(PD);  Herbert  E.  Pollock  (OBG);  Philip  E.  Dew  (PD); 
Richard  S.  Armstrong  (PATH);  Maxwell  R.  Palmer 
(ANES);  Harold  W.  Kohl,  Jr.  (I)  all  of  Tucson;  Doctor 
Martin  Cohen  (OBG)  of  Yuma;  Doctor  Gilbert  L.  Se- 
christ  (PD)  of  Flagstaff  and  Doctor  William  J.  Moore 
(PH)  of  the  State  Department  of  Health,  Phoenix. 

It  was  regularly  moved  and  carried  that  this  report  be 
accepted. 

Mental  Health 

The  chairman  of  the  subcommittee  reported  on  the 
SKF  pamphlet  on  promotion  of  “Gooperative  Planning 
for  Mental  Health”  indicating  that  they  had  spent  huge 
sums  of  money  to  sponsor  these  programs  and  that  he 
will  contribute  to  the  objective  if  requested  to  do  so. 

It  was  determined  to  refer  this  matter  to  the  Board  of 
Directors  of  ArMA  for  approval  or  otherwise. 

The  chairman  reported  on  the  status  of  the  AMA 
statement  referable  to  H.R.  3688  (1963  Gommunity 
Mental  Health  Centers  Act)  and  particularly  the  deletion 
of  provision  providing  for  the  staffing  of  mental  health 
centers  which  is  in  line  with  AMA  House  action;  and 
H.  R.  3689  (1963  Mental  Retardation  Facilities  Con- 
struction Act)  both  of  the  88th  Congress.  As  the  meas- 
ures were  finally  enacted,  it  resolves  itself  into  a “brick 
and  mortar”  proposition. 

It  was  regularly  moved  and  carried  that  the  commit- 
tee accept  the  report  of  the  subcommittee  on  Mental 
Health. 

A resolution  of  the  Arizona  Psychiatric  Society  rela- 
ting to  the  Arizona  State  Hospital  passed  unanimously 
by  that  group  on  October  20,  1963,  urging  the  support 
of  The  Arizona  Medical  Association,  Inc.,  was  reviewed 
by  Doctor  Bendheim. 

The  committee  unanimously  determined  to  forward 
the  resolution  to  the  Board  of  Directors  of  ArMA  for  its 
review  and  action. 

Rehabilitation,  Industrial  Health  and  Crippled  Children 

The  chairman  reported  on  the  activities  of  the  sub- 
committee relative  to  (1)  the  recommendation  to  the 
county  medical  societies  for  the  continuation  of  estab- 
lishing Committees  on  Rehabilitation;  (2)  a continuing 
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program  of  seeking  information  from  varying  sources  on 
the  rcliabilitation  facilities  available  throughout  the 
country;  (3)  and  continuing  efforts  to  obtain  information 
regarding  university  teaching  programs  in  the  field  of 
rehabilitation. 

The  University  of  Arizona  has  e.xpressed  a desire  and 
interest  in  working  with  medicine  in  its  program  of  re- 
habilitation and  the  suggestion  has  been  made  that  in 
this  regard,  we  keep  in  close  contact  with  the  Fima 
County  Medical  Society;  further,  that  it  is  the  hope  that 
the  Pima  County  Medical  Society  will  relay  relative  in- 
formation to  the  other  component  county  medical  socie- 
ties in  Arizona. 

In  the  event  a rehabilitation  department  is  being  es- 
tabli.shed  at  the  University  of  Arizona,  it  is  recommend- 
ed that  it  should  have  adequate  medical  guidance. 

It  was  moved  by  Doctor  Steen,  seconded  by  Doctor 
Fife  and  unanimously  carried  that  the  Pima  County 
Medical  Society  investigate  the  rehabilitation  center  at 
the  University  of  Arizona  in  Tucson  and  that  it  then 
send  a report  to  the  Board  of  Directors  of  The  Arizona 
Medical  Association,  Inc. 

It  was  moved  by  Doctor  Brewer,  seconded  by  Doctor 
Rhu  and  unanimously  carried  that  the  President  of  ArMA 
be  asked  to  appoint  an  ad  hoc  committee  from  among 
the  members  of  the  Arizona  Medical  Association,  to 
study  the  medical  role  related  to  the  rehabilitation  cen- 
ter of  the  University  of  Arizona. 

Doctor  Steen  appointed  the  following  doctors  of  med- 
icine to  serve  on  the  ad  hoc  committee  above  referred 
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to;  Doctors  Roger  W.  Cole;  Orin  J.  Farness;  Harold  W. 
Kohl,  Jr.;  and  Hermann  S.  Rhu  designated  as  chairman. 

It  was  directed  that  the  minutes  of  this  meeting  show 
and  the  Board  of  Directors  be  informed  of  the  desire  of 
the  Chairman  of  the  Rehabilitation  subcommittee  that 
this  information  be  disseminated  both  through  the  State 
Journal  and  to  the  County  Medical  Societies  relative  to 
the  lists  of  rehabilitation  material  and  other  information 
available  through  the  chairman.  Doctor  Fife. 

Venereal  Disease  and  Medical  Education 

Doctor  Meyer  reported  regarding  his  attendance  at  a 
Southwest  Regional  Meeting  on  Venereal  Diseases  held 
in  Santa  Monica,  California  on  a recent  date,  for  the 
edification  of  the  members. 

Doctor  Meyer  reviewed  the  Annual  Report  of  the 
Venereal  Disease  Department  of  the  Arizona  State 
Health  Department  for  the  information  of  the  commit- 
tee. 

It  was  reported  that  television  spot  announcements 
relative  to  Venereal  Disease  are  available  from  other 
sources  and  it  may  be  possible  that  local  stations  may 
devote  free  time  as  a public  service  for  them  to  be 
shown  in  Arizona. 

It  was  recommended  to  the  Board  of  Directors  that 
this  possibility  be  investigated  for  showing  in  Arizona. 

MEETING  ADJOURNED  AT  5:05  P.M. 

Charles  E.  Henderson,  M.D. 
Secretary 


Whether  you're  a teacher  correcting  exams.  A student  cramming  for  them.  A housewife 
cleaning  up  after  the  kids.  Or  a businessman  working  late  at  night.  Whoever  you  arC/ 
things  go  better  when  you  pause  and  refresh  with  ice-cold  Coca-Cola, 
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Occupational  therapist  guides  patient  in  newly  acquired  ■ 

hobby  of  making  artificial  flowers.  All  patients  at  Camelback  Hosp 


are  encouraged  to  participate  in  constructive  hobbies  as  another  integra 
part  of  their  rehabilitation  program,  according  to  doctor’s  instructions. 
Hobbies  may  be  pursued  outdoors  in  the  scenic  recreation  area 

or  in  the  special  hobby  workshop  in  the  hospi 


Located  in  the  heart  of  the  beautiful  Phoenix  citrus  area  near 
picturesque  Camelback  Mountain,  the  hospital  is  dedicated 
exclusively  to  the  treatment  of  psychiatric  and  psychosomatic 
disorders,  including  alcoholism. 

APPROVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION 
OF  HOSPITALS;  and  THE  AMERICAN  PSYCHIATRIC  ASSOCIATION 


bameiDacK  nuspii 

5055  North  34th  S 
AMherst  4- 
PHOENIX.  ARi: 

ARIZONA  FOUNDATION  FOR  NEUROLOGY  AND  PSYCH 


AH  day  long 

. . . keeps  the  patient  calm, 
and  the  mind  clear. 


AH  night  too 

. . . aids  restful  sleep,  with 
no  barbiturate  hangover. 


MEPROSPAIM-400 

(MEPROBAMATE  400  MG.  SUSTAINED  RELEASE) 

Simplified,  convenient  dosage  for  emotional  relief. 


lide  effects:  ‘Meprospan’  (meprobamate,  sustained  release) 
3 remarkably  free  of  untoward  reactions.  Daytime  drowsiness 
las  not  been  reported.  Rare  allergic  or  idiosyncratic  reactions 
aay  occur,  generally  developing  after  1-4  doses  of  the  drug. 

'onfraindications:  Previous  allergic  or  idiosyncratic  reactions 
0 meprobamate  contraindicate  subsequent  use. 

Precautions:  Should  administration  of  meprobamate  cause 
Irowsiness  or  visual  disturbances,  the  dose  should  be  reduced. 
)peration  of  motor  vehicles  or  machinery  or  other  activity 
equiring  alertness  should  be  avoided  if  these  symptoms  are 
)resent.  Effects  of  excessive  alcohol  may  possibly  be  increased 
•y  meprobamate.  Prescribe  cautiously  and  in  small  quantities 


to  patients  with  suicidal  tendencies.  Massive  overdosage  may 
produce  lethargy,  stupor,  ataxia,  coma,  shock,  vasomotor  and 
respiratory  collapse.  Consider  possibility  of  dependence,  par- 
ticularly in  patients  with  history  of  drug  or  alcohol  addiction; 
withdraw  gradually  after  prolonged  use  at  high  dosage. 

Complete  product  information  available  in  the  product  pack-' 
age,  and  to  physicians  upon  request. 

Usual  adult  dosage:  One  400  mg.  capsule  or  two  200  mg» 
capsules  at  breakfast;  repeat  with  evening  meal. 

Supplied:  ‘Meprospan’-400  (meprobamate  400  mg.),  ‘Mepro- 
span’-200  (meprobamate  200  mg.) , each  in  sustained- release 
capsules.  Both  potencies  in  bottles  of  30. 


:ME.760 


WALLACE  LABORATORIES  ® Cranbury,  N.  J. 


THESE  STAINLESS-STEEL  PINS  TAKE  ON  THE  APPEARANCE  OF  TINY  FLAMING  CANDLES  BECAUSE  OF  THEIR  HIGH  POI 


This  pin  is  0.00032  of  an  inch  larger  than  perfect. 
As  a result,  it  is  rejected.  ■ Stainless-steel  pins 
like  this  are  used  to  mold  Lilly  capsules.  From 
each  tray  of  three  hundred  new  pins,  fifty  are 
selected  at  random.  The  diameter,  length,  taper, 
contour,  and  finish  are  carefully  measured.  If  the 
sensitive  electronic  measuring  devices  show  an 
imperfection  beyond  the  hairsplitting  limits,  the 


entire  tray  of  three  hundred  is  rejected.  ■ Lilly 
quality  control  draws  the  line  at  ± 0.0003  of  an 
inch  for  some  dimensions  and  ± 0.0005  of  an  inch 
for  others.  A split  hair  can  mean  the  difference 
between  perfection  and  rejection  . . . another 
of  the  many  important  controls  that  add  im- 
measurably to  the  quality  of  the  finished  product. 


S&ey 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.  S.  A. 
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John  R.  Green,  M.D. 


The  Great  Books 
of  Medici  ne 

by 

John  R.  Green,  M.D. 


Here  is  presented  a succinct,  synoptic  review  of  some  of  the  classics  in 
i medical  history.  It  is  said  that  books  reflect  the  depth  of  intellect  of  the 
i author,  and  here  in  this  group  is  reflected  the  image  of  some  of  the  giants 
I of  their  era.  It  is  well  to  review  their  contributions  and  consider  the  ideals 
which  they  exemplify. 


History  is  one  of  the  most  driving  forces  of 
life.  Santayana  reminds  us  that  “those  who 
cannot  remember  the  past  are  condemned  to 
repeat  it.”  Billroth,  the  leading  Viennese  surgeon 
of  the  late  19th  century,  puts  the  same  thought 
in  other  words:  “Only  the  man  who  is  familiar 
with  the  art  and  science  of  the  past  is  competent 
to  aid  in  its  progress  of  the  future.” 

Tonight  I shall  outline  for  you  the  story  of 
some  of  the  Great  Books  ofMedicine  in  that  they 
are  exemplary  of  their  historical  period  and  each 
made  significant  and  decisive  contributions  to 
the  progress  of  Medicine.  These  texts  include  the 
following: 

1.  Edwin  Smith  Papyrus  and  the  Ebers 
Papyrus  of  the  Egyptian  era, 

2.  Corpus  Hippocraticum  of  the  Greek  period, 

3.  Canon  of  Avicenna  of  the  Arabic  period, 

4.  De  Humanis  Corporis  Fabrica  of  Vesalius 
in  the  Renaissance  era, 

Presented  to  Alpha  Epsilon  Delta,  The  National  Preinedical 
Honor  Society,  guests  and  faculty,  Arizona  State  University,  De- 
cember 5,  1962,  Tempe,  Arizona.  , ■ , c 

Neurological  Chairman  of  the  Division  of  Neurological  Sur- 
gery, Barrow  Neurological  Institute,  St.  Joseph  s Hospital,  Phoe- 
nix; Lecturer,  Department  of  Life  Sciences  (History  of  Medi- 
cine), Arizona  State  University,  Tempe,  Arizona. 


5.  De  Motu  Cordis  by  William  Harvey  (17th 
century ) , 

6.  Inventum  Novum  by  Auenbrugger  in  1761 
A.D., 

7.  Seats  and  Causes  of  Disease  by  Morgagni 
in  1761  A.D., 

8.  An  Account  of  the  Foxglove  and  some  of 
its  Medicinal  Uses  (1785  A.D.), 

9.  An  Inquiry  into  the  Causes  and  Effects  of 
the  Variolae  Vaccine  ( 1798  A.D. ), 

10.  De  I’auscultation  mediate  by  Laennec 
(1816  A.D. ), 

11.  Cellularpathologie  by  Virchow  in  1858 
A.D.,  and 

12.  Principles  and  Practice  of  Medicine  by 
Osier  in  1892  A.D. 

The  Edwin  Smith  Papyrus  and  the  Ebers 
Papyrus 

The  Edwin  Smith  Papyrus  is  not  only  the 
oldest  known  medical  writing  but  also  the  most 
important  and  complete  treatise  on  surgery  of 
all  antiquity.  It  is  believed  to  have  originated 
with  Imhotep  and  his  followers.  It  was  acquired 
at  Luxor  in  1862  and  is  believed  to  have  been 
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written  about  1700  B.C.  The  book  outlines 
proper  diagnosis,  prognosis,  and  treatment  in  a 
series  of  surgical  cases.  In  it,  the  brain  is  first 
mentioned. 

The  Ebers  Papyrus  is  one  of  the  most  valuable 
medical  books  in  existence.  It  probably  belonged 
to  one  of  Imhotep’s  sanctuaries,  and  is  believed 
to  have  been  written  between  1553  and  1550 
B.C.  This  papyrus  emphasizes  the  medical  as- 
pects of  Egyptian  practice. 

Imhotep  lived  about  3,000  B.C.,  and  became  a 
full  deity  in  525  B.C.,  when  Egypt  became  a 
Persian  province.  He  was  active  as  Grand  Vizier, 
architect,  priest,  scribe,  sage,  astronomer  and 
magician  initiating  a cult  as  early  as  2850  B.C. 
His  name  signifies  “he  who  cometh  in  peace.” 

NATOMICAL  knowledge  was  perhaps  less 
superficial  than  appears  from  the  study  of 
documents.  The  heart  was  recognized  (Ebers 
papyrus ) as  the  center  of  the  blood  supply  and 
also  the  fact  that  “there  are  vessels  attached  to 
it  for  every  member  of  the  body.”  It  also  men- 
tions that  the  motion  of  the  heart  can  be  de- 
tected by  placing  the  fingers  on  the  head,  the 
hands,  the  arms  and  the  legs.  The  surgeons  knew 
where  the  main  blood  vessels  were  located.  Most 
of  the  knowledge  of  anatomy  was  obtained  from 
animals. 

Physical  examination  included  the  pulse,  pal- 
pation, inspection,  and  also  listening  to  the  chest 
with  the  ear. 

Therapeutics  consisted  of  a mixture  of  myst- 
ical and  rational  therapy.  Prescriptions  on  papyri 
showed  an  amazingly  complex  materia  medica. 
The  balance  was  known  in  Egypt  in  1380  B.C. 
Some  of  the  druggists  were  female  and  were 
capable  of  preparing  various  potions,  lotions, 
honey,  etc.  Beer,  yeast,  oil  dates,  opium,  various 
lead  preparations,  parts  of  animals  (organs), 
castor  oil,  pills,  suppositories,  emetics,  enemas, 
poultices,  ointments,  etc.  Metal  instruments  were 
heated  to  stop  bleeding.  The  knife  was  used  in 
ancient  Egyptian  surgery  and  was  made  of  stone 
originaly,  iron  as  early  as  1600  B.C.,  and  later  of 
bronze  and  iron.  Knives  were  used  to  cut  hair, 
open  abscesses,  and  to  remove  tumors.  Wounds 
were  bandaged  with  linen  dressings  which  were 
impregnated  with  myrrh  and  honey.  Circumci- 
sion was  used,  dating  back  to  the  5th  millenium 
B.C. 

The  Corpus  Hippocratic  urn 

Hippocrates  (460-377  B.C.  — approximately). 


physician  and  teacher,  dominated  the  schools 
and  physicians  of  his  time.  He  stood  above 
priestly  medicine  and  empirical  medicine,  in- 
cluded the  sum  knowledge  of  the  past,  and  ad- 
vanced to  new  investigations  and  new  concepts. 
He  established  himself  as  the  most  important 
and  most  complete  medical  personality  of  an- 
tiquity. His  great  reputation  was  established  by 
four  major  contributions,  namely: 

1.  The  basic  principle  that  disease  is  a natural 
process,  not  supernatural,  that  symptoms  are  the 
reaction  of  the  body  to  disease,  and  that  the 
chief  function  of  the  physician  is  to  aid  the  nat- 
ural forces  of  the  body. 

2.  His  writings,  the  Corpus  Hippocraticum, 
may  well  have  been  the  library  of  the  School  of 
Cos,  treatises  written  by  Hippocrates,  colleagues, 
pupils,  and  later  disciples. 

3.  His  pupils  and  disciples,  and, 

4.  His  teaching  of  human  compassion  and  eth- 
ical standards,  including  the  Oath  of  Hippocra- 
tes. 

Some  of  the  Hippocratic  titles  include:  On 
The  Physician,  On  Honorable  Conduct,  Precepts, 
On  Anatomy,  On  the  Nature  of  the  Bones,  On 
the  Humours,  On  Crises,  On  Critical  Days,  On 
the  Use  of  Liquids,  On  Fractures,  On  the  7th 
Month  Fetus,  On  the  8th  Month  Fetus,  On  Den- 
tition, On  Diet,  The  Prognostics,  The  Coan  Prae- 
notions.  Of  Praenotions,  The  Aphorisms,  The 
Physician’s  Establishment,  On  Wounds  and  Ul- 
cers, On  Hemorrhoids,  On  Fistulas,  On  Injuries 
to  the  Head,  On  Fractures,  On  Reduction  of  Dis- 
location, On  Airs,  Waters,  and  Places,  and  two 
of  the  7 books  on  Epidemics.  Other  books  and 
writings  probably  came  from  others  at  the  same 
time  and  later  periods  and  were  included  in  the 
Corpus  Hippocraticum. 

The  Aphorisms,  collected  in  7 books,  is  the 
most  famous  of  Hippocratic  writings,  and  for 
centuries  was  regarded  as  the  sum  of  all  medi- 
cal knowledge.  “Life  is  short,  and  the  art  long: 
the  occasion  fleeting;  the  experience  fallacious, 
and  judgment  difficult.”  “In  persons  who  cough 
up  frothy  blood,  the  discharge  of  it  comes  from 
the  lungs.”  “Diseases  about  the  kidneys  and  blad- 
der are  cured  with  difficulty  in  old  men.”  “It  is 
better  not  to  apply  any  treatment  in  cases  of  oc- 
cult cancer;  for,  if  treated,  the  patients  die  quick- 
ly; but  if  not  treated,  they  hold  out  for  a long 
time.” 

For  a long  time  the  courts  of  the  Orient  chose 
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their  personal  physicians  from  Cos  and  the 
school  of  Hippocrates.  One  of  the  Cos  physi- 
cians saved  the  life  of  Alexander  the  Great  by 
extracting  an  arrow  from  his  body,  and  another 
transmitted  to  the  great  library  in  Alexandria 
many  medical  books  and  writings. 

The  Canon  of  Avicenna 

Mohammed  (570-632  A.D.)  founded  the  com- 
monwealth of  Islam  in  622  A.D.,  and  a century 
later,  his  followers  had  conquered  half  of  the 
then  known  world.  He  created  classic  Arabic  by 
writing  the  Koran  for  his  disciples  (much  as 
Martin  Luther,  centuries  later,  established  high 
German  by  his  translation  of  the  Bible.)  Arabic 
soon  became  to  the  East  what  Latin  and  Greek 
had  become  to  the  West— the  language  of  litera- 
ture and  of  the  arts  and  sciences,  also  the  lan- 
guage of  learned  men  in  their  writings  and  com- 
munications. 

Avicenna  represented  the  epitome  of  Arabic 
culture  and  learning.  He  lived  from  980-1037 
A.D.  He  was  eminent  as  a physician,  philoso- 
pher, scientist,  statesman  and  poet.  Italy  pro- 
duced such  a genius  in  Leonardo,  Germany  had 
such  a mind  in  Goethe.  Avicenna  was  born  in 
Persia,  learned  the  Koran  by  heart  by  10,  then 
began  to  study  law,  later  mathematics,  physics 
and  philosophy.  When  16  he  began  the  study  of 
medicine.  Our  remarks  will  be  limited  to  his  ac- 
complishments as  a physician.  His  Ganon,  con- 
taining over  1,000,000  words,  codified  all  exist- 
ing medical  knowledge  — and  was  required  text- 
book at  the  University  of  Vienna  500  years  later. 

He  attempted  to  write  an  all-embracing  book 
on  medicine  following  the  exact  rules  of  logic 
and  attempting  to  fit  each  bit  of  anatomy,  phy- 
siology, diagnosis  and  treatment  into  its  proper 
niche  with  mathematical  accuracy.  There  were 
imperfections  because  the  foundation  of  anato- 
my and  physiology  was  faulty  — dissection  being 
forbidden  to  Islamic  physicians.  He  depended, 
therefore,  on  the  writings  of  the  Greeks  for  anato- 
my, and  of  Erasistratos  and  Galen  for  physiolo- 
gy. However,  his  diagnosis  and  treatment  were 
thorough  and  logical.  The  Ganon  was  translated 
into  Latin  in  the  12th  century  and  lasted  for  cen- 
turies. The  elevation  of  the  book  to  the  heights 
of  infallibility  led  later  students  to  feel  that  this 
work  exerted  an  unfortunate  influence  on  medi- 
cine. Infallibility  in  sciences  is  incompatible  with 
progress. 

De  Humonis  Corporis  Fobrico 

Andreas  Vesalius  (1514-1563  A.D.)  was  the 
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dominant  figure  in  the  field  of  anatomy  of  the 
Renaissance.  He  studied  medicine  in  Paris  where 
his  teachers  Sylvius  and  Guinterius  followed 
Galen’s  anatomy.  He  returned  to  Louvain,  Bel- 
gium where  he  established  public  dissections, 
went  on  to  Venice  where  he  met  his  countryman 
Johann  van  Galcar,  an  artist  who  was  studying 
with  Titian.  Galcar  later  became  famous  as  an 
artist  and  illustrated  Vesalius’  works  (Fabrica). 
Vesalius’  Tabulae  Anatomicae  Sex  appeared  in 
1538  A.D.,  the  year  after  his  graduation  from 
Padua.  This  was  extraordinary  work,  but  many 
Galenical  errors  persisted.  He  dissected  and  lec- 
tured constantly  the  next  5 years.  His  De  Hu- 
manis  Gorporis  Fabrica  (On  the  fabric  of  the 
human  body)  was  published  in  1543  A.D.  in 
Basel,  Switzerland  by  Oporinus.  His  Epitome 
also  appeared  in  1543  A.D.  A second  edition  of 
the  Fabrica  appeared  in  1555  A.D. 

The  Fabrica  is  one  of  the  truly  great  land- 
marks in  the  history  of  man’s  progress.  Some 
have  described  it  as  the  greatest  book  in  the  his- 
tory of  medieine  because  it  described  the  anato- 
my of  the  human  body  with  accuracy  for  the 
first  time.  It  should  be  listed  among  the  decisive 
books  in  medical  progress.  The  impact  of  the 
Fabrica  was  felt  throughout  the  medical  world 
upsetting  much  of  what  had  been  accepted  for 
more  than  1300  years  after  the  death  of  Galen. 
Vesalius  became  court  physician  to  Emperor 
Gharles  V in  1544  and  spent  the  rest  of  his  life 
with  Gharles  and  his  armies  in  court  or  on  the 
battle  fields. 

De  Motu  Cordis 

William  Harvey  ( 1578-1657 ) is  justly  cele- 
brated as  the  discoverer  of  the  circulation  of 
blood.  Harvey,  by  experiment,  proved  his  theory, 
whereas  others,  in  armchair  speculations,  had 
theorized  about  the  circulation.  Harvey’s  work 
revived  experimental  physiology,  a dormant 
science  since  the  death  of  its  founder,  Galen, 
more  than  1400  years  previously. 

He  begins  by  emphasizing  that  it  is  necessary 
to  observe  the  beating  hearts  of  animals  in  order 
to  understand  the  circulation.  He  then  elabo- 
rates: “When  the  left  ventricle  stops  beating  the 
pulsations  in  the  arteries  cease.”  “First  the  auri- 
cle contracts  and  this  forces  the  abundant  blood 
it  contains  into  the  ventricle.  This  being  filled, 
the  heart  raises  itself,  makes  its  fibers  tense,  con- 
tracts, and  beats.  By  this  beat  it  at  once  ejects 
into  the  arteries  the  blood  received  from  the 
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auricle;  the  right  ventricle  sending  its  blood  to 
the  lungs  through  the  vessel  called  vena  arterio- 
sa  (Pulmonary  artery),  - the  left  ventricle  send- 
ing blood  to  the  aorta  and  to  the  rest  of  the  body 
through  the  arteries.” 

He  quotes  the  work  of  his  old  master  Fabrizio 
on  the  valves  of  the  veins  to  reinforce  his  views 
that  the  veins  carry  blood  to  the  heart,  — and 
agrees  with  “Colombo,  the  great  anatomist,  that 
blood  passes  from  the  right  ventricle,  through 
the  lungs  into  the  left  auricle.” 

Robert  Boyle  asked  Harvey  how  he  came  to 
think  of  the  circulation  of  blood.  Harvey  said, 
“Since  the  blood  could  not,  because  of  inter- 
posing valves,  be  sent  by  the  veins  to  the  limbs, 
it  should  be  sent  through  the  arteries,  and  return 
through  the  veins,  whose  valves  did  not  oppose 
its  course  that  way.” 

DE  MOTU  cordis  was  received  with  vary- 
ing reactions,  — ignored,  battled,  supported. 
Joannes  Riolan,  professor  of  anatomy  at  Paris, 
was  the  most  determined  opponent.  John  Aubrey 
in  his  Brief  Lives  wrote  of  Harvey:  “I  have  heard 
him  say  that  after  his  book  on  the  circulation  of 
the  blood  came  out,  that  he  fell  mightily  in  his 
practice,  and  that  it  was  believed  by  the  vulgar 
that  he  was  craek-brained,  and  all  physicians 
were  against  his  position  and  envied  him.  With 
much  ado  at  last  in  about  20  or  30  years  time, 
it  was  received  in  all  the  universities  in  the 
world.”  “All  his  profession  would  allow  him  to 
be  an  excellent  anatomist,  but  I never  heard  of 
any  that  admired  his  therapeutique  way.  I knew 
several  practitioneers  in  London  that  would  not 
have  given  anything  for  one  of  his  prescriptions.” 
Harvey  was  physician  and  friend  of  Charles  I 
who  ordered  him  to  examine  the  “witches  of 
Lancashire”  who  had  been  condemned  to  death. 
He  was  largely  instrumental  in  obtaining  their 
pardon.  It  is  impossible  to  exaggerate  the  im- 
portance of  Harvey’s  great  discovery  — without 
which  physiology  could  not  have  advanced  and 
clinical  medicine  could  not  have  become  intelli- 
gible. 

Inventum  Novum 

Leopold  Auenbrugger  (1722-1809),  was  high- 
ly successful  in  practice  in  Vienna.  A lover  of 
music,  he  wrote  the  libretto  for  the  comic  opera, 
“The  Chimney  Sweep”. 

His  little  book  of  95  pages  was  known  as  In- 
ventum Novum  and  was  published  in  1761  A.D. 


It  described  a new  method  of  physical  diagnosis, 
—percussion,  and  was  based  on  seven  years  of 
clinical  trial  with  the  method.  It  may  have  been 
stimulated  by  boyhood  experiences  of  learning 
to  estimate  the  amount  of  wine  in  casks  by  tap- 
ping on  the  end  of  the  cask  in  his  father’s  inn, 
because  he  mentioned  the  method  of  tapping  on 
the  end  of  the  cask.  He  described  the  technique 
of  percussion  and  also  the  findings  in  health  and 
disease. 

His  teachers  and  contemporaries  ignored  this 
discovery  for  the  most  part,  and  it  was  not  until 
47  years  later  when  Jean  Corvisart,  a famous 
French  physician,  found  a reference  to  Auen- 
brugger’s  discovery  and  published  a French 
translation  of  Inventum  Novum.  This  made 
Auenbrugger  famous.  He  died  the  following 
year. 

In  1761  A.D.,  the  same  year  that  produced  the 
Inventum  Novum  of  Auenbrugger,  work  in  Pa- 
dua was  completed  which  was  to  prove  itself  to 
be  another  outstanding  contribution  to  medicine 
of  the  18th  century  and  to  the  development  of 
pathology. 

The  Seats  and  Causes  of  Diseases 

Giovanni  Battista  Morgagni  (1682-1771)  pub- 
lished the  work  that  inscribed  his  name  among 
the  greatest  in  medicine  and  justly  led  him  to 
be  called  “The  Father  of  Pathology”  when  he 
was  79  years  of  age,  ten  years  before  his  death. 

His  book  De  sedibus,  et  causis  morborum  per 
anatomen  indagatis  (The  Seats  and  Causes  of 
Diseases ) marks  the  foundation  of  modern  path- 
ological anatomy.  This  work  introduced  anato- 
mieal  thinking  into  pathology,  localizing  patho- 
logical lesions  in  definite  organs.  In  it  the  author 
described  almost  every  pathological  lesion  with 
which  we  are  familiar  today. 

An  Account  of  the  Foxglove  and  Some 
of  its  Medicinal  Uses 

William  Withering  (1741-1799)  was  a skilled 
botanist.  He  graduated  from  the  Medical  School 
in  Edinburgh  and  practiced  in  Birmingham.  His 
first  work  was  A Botanical  Arrangement  of  All 
the  Vegetables  naturally  growing  in  Great  Brit- 
ain, 1766.  Hearing  of  an  old  woman  in  Shrop- 
shire with  a secret  remedy  for  the  cure  of  drop- 
sy, he  obtained  the  recipe  and  found  20  or  more 
herbs  in  it,  but  found  its  active  ingredient  to  be 
Foxglove.  He  began  to  use  this,  and  after  10 
years  of  experience  published  An  Account  of 
the  Foxglove  and  Some  of  its  Medicinal  Uses, 
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1785,  with  a beautiful  colored  plate  of  the  Digi- 
talis purpurae.  Digitalis,  the  active  ingredient  in 
Foxglove,  remains  a sheet  anehor  in  the  treat- 
ment of  cardiac  disease  today. 

An  Inquiry  into  Causes  and  Effects 
of  the  Variolae  Vaccinae 

Edward  Jenner  (1749-1823)  was  one  of  John 
Hunter’s  favorite  pupils.  He  was  born  in  1749, 
educated  in  the  classics  and  apprenticed  to  a 
physician  near  Bristol  for  six  years.  During  this 
apprenticeship,  a young  woman  came  for  medi- 
cal advice,  and  when  small  pox  was  mentioned 
she  exclaimed,  “I  cannot  take  it,  for  I have  had 
cow-pox”.  He  never  forgot  this.  He  went  to  Lon- 
don and  became  a pupil  of  John  Hunter,  (then 
42),  living  in  his  home  for  two  years.  He  tired 
of  London  and  began  practice  in  Berkely,  ex- 
perimenting on  the  side  on  hedge  hogs,  foxes, 
lizards,  birds,  and  made  observations  on  the 
cuckoo.  These  led  to  his  election  as  Fellow  in 
the  Royal  Society  of  London. 

In  1796,  cow-pox  appeared  on  a farm  near 
Berkely.  Jenner  obtained  some  pus  from  a sore 
on  a dairy  maid’s  hand  and  inserted  it  by  means 
of  superficial  incisions  in  the  arm  of  James 
Phipps,  a healthy  boy  of  eight.  The  innocluation 
succeeded,  the  boy  developed  a small  pustular 
sore,  scab,  and  scar.  Six  weeks  later  Jenner  in- 
noculated  him  with  variolous  lymph,  but  no 
small  pox  followed. 

The  next  year  he  innoculated  three  more  pa- 
tients. He  submitted  a paper  on  the  subject  to 
the  Council  of  the  Royal  Society,  who  returned 
it  to  him  with  the  “friendly  admonition  that  as 
he  had  gained  some  reputation  by  his  former 
papers  it  was  not  advisable  to  present  this  one”. 
He  published  it  himself  in  1798,  The  Inquiry 
into  the  Causes  and  Effects  of  the  Variolae  Vac- 
cinae, in  London.  Jenner’s  discovery  aroused 
much  controversy  in  London.  Doctor  Benjamin 
Waterhouse  of  Cambridge,  Massachusetts  en- 
thusiastically supported  him  in  America  and  so 
did  Thomas  Jefferson,  the  President.  Napoleon 
ordered  his  soldiers  vaccinated.  The  Empress  of 
Russia  urged  her  subjects  to  be  vaccinated.  Soon 
the  method  spread  generally. 

Jenner’s  discovery  ranks  among  the  greatest 
discoveries  in  medicine.  The  disfigurement  from 
small  pox,  a commonplace  occurrence  in  the  18th 
century,  has  become  a rarity.  In  countries  en- 
forcing compulsory  vaccination,  the  death  rate 
from  small  pox  approaches  zero. 
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De  Tauscultatian  mediate 

Rene  Theophile  Laennec  (1781-1826)  made 
two  major  contributions : 

1.  The  invention  of  the  stethoscope  in  1816, 
and 

2.  His  treatise  De  I’auscultation  mediate  in 
1819. 

His  work  summed  up  18  years  of  medical  ex- 
perience, and  three  years  of  use  of  the  stetho- 
scope in  diseases  of  the  lungs  and  heart.  He  was 
obliged  to  create  a number  of  new  words  for  the 
sounds  he  heard  ( rales,  bronchophony,  pectorilo- 
quy, egophony).  His  work  was  immediately  ac- 
cepted. A second  edition  appeared  in  1826  — one 
of  the  outstanding  books  of  medieal  history.  He 
died  of  overwork  and  tubereulosis  at  45. 

Cellularpathalgie 

Rudolf  Virchow  (1821-1902)  was  the  creator 
of  the  modern  scienee  of  pathology.  He  is  con- 
sidered to  have  been  the  outstanding  physician 
of  his  generation,  ranking  in  history  with  Hip- 
poerates,  Galen,  Morgagni,  Auenbrugger,  and 
Laennee.  Among  his  predecessors  he  was  rivalled 
only  by  Morgagni,  but  by  none  of  his  successors. 
Virchow,  with  the  publieation  in  1858  of  his 
Cellularpatholgie,  brings  us  into  the  modern 
epoch  of  medicine.  Cellularpatholgie  is  to  be 
considered  as  one  of  the  important  books  in 
medieine.  Morgagni  pointed  out  the  importance 
of  the  pathology  of  an  organ  as  the  seat  of  dis- 
ease, Biehat,  the  importanee  of  tissues,  and  Vir- 
ehow  now  pointed  out  the  fundamental  role  of 
the  cell.  He  described  many  tumors  and  named 
them  for  the  first  time.  His  later  studies  on  em- 
bolism, thrombosis,  and  on  endoearditis  were 
also  epochal.  He  edited  Virehow’s  Arehives,  and 
also  served  in  the  Reiehstag  as  an  opponent  of 
Bismark  from  1880-1893. 

Principles  and  Practice  af  Medicine 

William  Osier  (1849-1920)  was  one  of  the 
most  influential  physicians  of  his  generation.  He 
received  his  degree  from  the  medieal  school  of 
McGill  University  in  Montreal  in  1872,  spent 
two  years  of  postgraduate  study  in  London,  Ber- 
lin, Leipzig  and  Vienna,  and  then  returned  to 
Montreal.  At  the  age  of  26  he  became  Professor 
of  the  “Institutes  of  Medicine”  (Physiology)  at 
MeGill  University  and  pathologist  to  the  Mon- 
treal General  Hospital.  Osier  became  the  Pro- 
fessor of  Clinical  Medicine  at  the  University  of 
Pennsylvania  in  1884  and  was  called  to  Balti- 
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more,  upon  the  recommendation  of  Welch,  as 
Professor  of  Medicine  in  the  newly  founded 
Johns  Hopkins  Hospital  in  1889,  and  School  of 
Medicine  when  it  formally  opened  in  1893. 

He  introduced  a combination  of  the  English 
and  German  methods  of  medical  teaching,  which 
made  his  clinic  the  outstanding  one  of  his  period 
on  the  American  continent  and  a model  which 
was  widely  imitated.  Osier  said  that  the  fate  of 
any  institution  “lies  in  the  men  who  work  in  its 
halls,  and  in  the  ideals  which  they  cherish  and 
teach.”  His  example  had  profound  influence  on 
the  Hopkins  and  medicine.  In  1887,  he  began 
writing  his  famous  textbook  on  medicine.  Five 
years  later,  in  1892,  Osier’s  Principles  and  Prac- 
tices of  Medicine  was  published.  This  master- 
piece was  comprehensive,  accurate,  lucid, 
charming,  and  warm  in  its  day,  and  also  influ- 
enced medical  education  and  the  public  by  the 
inspiration  it  provided  Rev.  F.  T.  Gates  in  1897. 
Rev.  Gates  and  the  story  of  the  Rockefeller 
Foundation  and  Institute  for  Medical  Research 
are  linked  to  Osier’s  text. 

The  Rockefeller  Institute  for  Medical  Re- 
search was  created  in  New  York  Gity  in  1901. 
Osier’s  remarkable  text  on  the  “Principles  and 
Practice  of  Medicine”,  published  in  1892,  is  gen- 
erally given  credit  for  providing  the  stimulus  for 
such  an  institution  in  an  indirect  way.  The  text 
clearly  pointed  out  that  few  medical  diseases 
had  specific  treatments  at  that  time.  The  book 
was  read  by  Rev.  Frederick  T.  Gates,  financial 


adviser  to  John  D.  Rockefeller,  during  his  sum- 
mer vacation  in  1897.  Gates  persuaded  Mr. 
Rockefeller  to  establish  an  institute  for  medical 
research.  The  institute  was  planned  largely  by 
Dr.  Welch  of  Hopkins  who  remained  as  Ghair- 
man  of  the  Scientific  Advisory  Roard  for  many 
years.  One  of  his  pupils,  Simon  Flexner,  became 
the  first  Director.  This  institute  became  to  the 
public  and  to  the  medical  profession  alike  what 
the  Pasteur  Institute  represented  to  the  people 
and  to  the  scientists  of  France.  It  led  the  way 
for  other  American  philanthropists  to  establish 
Foundations  for  charitable  purposes,  and  to  sup- 
port medical  education  and  research.  The  Rocke- 
feller Institute  has  made  notable  contributions 
in  chemistry,  infectious  diseases,  parasitology, 
tumor  research,  and  virus  diseases,  and  has  pro- 
vided a numbe  rof  Nobel  prize  winners. 

Conclusions 

For  those  of  you  who  are  pre-medical  stu- 
dents and  for  those  of  us  who  have  pursued  the 
medical  career  somewhat  longer,  the  art  and  sci- 
ence of  medicine  have  deep  roots  indeed.  Osier 
reminds  us  that  the  fate  of  any  institution  “lies 
in  the  men  who  work  in  its  halls,  and  in  the 
ideals  which  they  cherish  and  teach.”  Ghallenges 
for  accomplishment  in  service,  teaching  and  re- 
search in  Medicine  are  never-ending. 
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RIGHT  WING  EXTREMIST? 

I believe  in  the  United  States  of  America,  as  a government  of  the  people,  for 
the  people;  whose  just  powers  are  derived  from  the  consent  of  the  governed: 
a demoeracy  in  a republic;  a sovereign  nation,  one  and  inseparable:  established 
upon  those  principles  of  freedom,  equality,  justice,  and  humanity  for  which 
American  patriots  sacrificed  their  lives  and  fortunes. 

I therefore  believe  it  is  my  duty  to  my  country  to  love  it,  to  support  its 
Constitution,  to  obey  its  laws,  to  respect  its  flag,  and  to  defend  it  against  all 
enemies. 

-WILLIAM  TYLER  PAGE 
Adopted  by  an  Act  of  Congress,  April  16,1918 
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The  Use  of  Alpha-Chymotrypsin  in  the  Middle 
Ear  In  Mucoid  Otitis  Media  (Glue  Ear) 

by  Douglas  W.  Frerichs,  M.D. 

Certain  cases  of  chronic  mucoid  otitis  do  not  respond  readily  to  conven- 
tional treatment.  In  "glue  ear"  the  exhudate  is  so  tenacious  and  elastic 
that  it  defies  mechanical  removal.  A mucolytic  agent,  alpha-chymotrypsin, 
was  instilled  into  the  middle  ears  through  myringotomy  openings  in  19 
ears.  The  viscosity  of  the  secretion  was  reduced  and  aspiration  was  then 
facilitated. 


INTRODUCTION 

The  management  of  chronie  mucoid  otitis 
media,  (glue  ear),  has  been  a problem  for 
the  otologist  that  has  been  unaided  by  antibi- 
otics. In  fact,  the  conservative  treatment  of  acute 
purulent  and  acute  catarrhal  otitis  media  with 
antibiotics  and  without  a myringotomy,  though 
often  curative,  may  leave  the  patient  with  unre- 
solved mucoid  secretions  in  the  middle  ear. 
These  ears  not  only  have  a resultant  conductive 
hearing  loss,  but  a predisposition  for  recurrent 
infections. 

The  etiological  factors  in  mucoid  otitis  media 
are  related  to  eustachian  tube  obstruction  and 
unresolved  middle  ear  infections.  Hypertrophied 
adenoids,  residual  eustachian  lymphoid  tissue, 
allergic  rhinitis,  and  acute  or  chronic  suppura- 
tive rhino-sinusitis  seem  to  contribute  to  this 
condition. 

Conventional  treatment  has  included  adenoid- 
ectomy  and  adeno-tonsillectomy,  eradication  of 
nasal  and  sinus  infection,  treatment  of  nasal  al- 
lergy, irradiation  of  eustachian  tubes  for  resi- 
dual lymphoid  tissue,  myringotomy  with  aspira- 
tion of  secretions,  and  insufflation  of  the  eusta- 
chian tubes. 

The  condition  seems  to  be  most  common  in 
children  under  ten  years  of  age,  but  occasionally 
is  found  in  adults.  It  is  recognized  by  a dull, 
lustreless  ear  drum  which  may  be  in  a normal 
position,  bulging  slightly,  or  retracted.  A con- 
ductive deafness  of  from  fifteen  to  thirty  decibels 
is  present.  The  "glue  ear  is  differentiated  from 
serous  or  purulent  otitis  by  the  thick,  grossly 
non-purulent,  tenacious,  mucoid  character  of  the 
secretion,  which  has  an  adhesive  quality  often 
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defying  aspiration.  At  times,  it  may  be  teased 
out  of  a myringotomy  incision  with  a suction  tip 
and  stretched  the  entire  length  of  the  ear  canal, 
only  to  break  free  from  the  aspirator  tip  and 
snap  back  into  the  middle  ear,  almost  like  a rub- 
ber band. 

The  diagnosis  of  mucoid  otitis  media  in  the 
cases  reported  in  this  article  was  made  with 
clinical  findings,  and  cellular  study  of  the  secre- 
tions was  not  done.  According  to  Senturia’s^ 
classification  of  middle  ear  effusions,  those  ef- 
fusions listed  as  mucopurulent  and  mucoid 
would  probably  be  included  in  the  cases  report- 
ed below. 

For  the  past  eight  years,  I have  performed 
myringotomies  on  patients  with  serous  or  mucoid 
otitis  media  at  the  same  time  that  an  adenoidec- 
tomy  or  an  adeno-tonsillectomy  is  done.  A rou- 
tine posterior  inferior  quadrant  myringotomy 
was  done,  and  the  middle  ear  is  aspirated  with  a 
blunt  number  eighteen  needle  suction  with  a 
glass  adapter  to  allow  collection  and  visualiza- 
tion of  the  secretions. 

This  method  has  been  effective  in  most  cases, 
but  with  “glue  ear”,  the  tenacious  character  of 
the  secretions  makes  aspiration  difficult.  Often 
two  myringotomies,  (beer  can  type),  are  neces- 
sary, or  the  initial  myringotomy  must  be  en- 
larged to  admit  a larger  suction.  I have,  at  times, 
wondered  if  the  myringotomy  opening  would 
heal  because  of  the  large  opening  I had  created 
in  attempting  to  aspirate  viscid  secretions.  The 
injection  of  sterile  istonic  saline  into  the  middle 
ear  via  a myringotomy  was  found  to  be  useful 
to  help  flush  out  the  middle  ear  and  loosen  up 
the  tenacious  secretions  sufficiently  to  allow  as- 
piration. However,  this  did  not  seem  to  materi- 
ally affect  the  actual  viscosity  of  the  mucoid 
secretions. 
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The  work  of  Gessert,  Baumann,  and  Senturia^ 
)n  the  action  of  enzymes  on  middle  ear  effusions 
in  vitro  seemed  to  indicate  that  chymotrypsin  is 
an  effective  lytic  agent.  It  was  thought  that  al- 
pha-chymotrypsin,  injected  directly  into  the  mid- 
dle ear,  might  be  of  value  in  liquifying  the  mu- 
coid secretions  found  in  the  “glue  ear”  syndrome. 
The  fact  that  alpha-chymotrypsin  had  been  used 
since  1957,’  as  an  intraocular  injection  to  facili- 
tate zonulysis  in  cataract  surgery,  gave  me  some 
assurance  that  it  would  not  be  injurious  to  the 
middle  ear.  The  work  of  Gessert  et  al  and  of 
Schwartz^  indicated  that  alpha-chymotrypsin  is 
effective  as  a proteolytic  agent  and,  even  in  rela- 
tively weak  dilutions,  has  the  ability  to  disrupt 
polypeptide  chains,  and  thus  reduce  the  viscosity 
of  the  material. 

PROCEDURE 

It  was  decided  to  use  a refined  form  of  alpha- 
chymotrypsin  that  had  been  prepared  for  intra- 
ocular injection.  Only  cases  of  “glue  ear”  were 
used  in  the  test  group.  If  the  middle  ear  secre- 
tions were  serous  or  purulent  and  easily  aspira- 
ted via  the  myringotomy,  they  were  not  included 
in  the  series.  If  the  secretions  were  mucoid  and 
tenacious,  0.5cc  to  Icc  of  alpha-chymotrypsin, 
one  to  five  thousand  dilution,  was  injected  via  a 
myringotomy  opening  with  a No.  18  blunt  nee- 
dle. A period  of  ten  minutes  was  allowed  to 
elapse  while  attention  was  directed  to  the  other 
ear,  or  to  adeno-tonsillectomy.  Following  the  ten 
minute  interval,  aspiration  of  the  secretions 
through  a No.  18  blunt  needle  seemed  quick, 
easy  and  effective. 

COMMENT 

The  cases  were  carefully  followed,  and  no  re- 
action of  the  membrana  tympani  was  noted.  The 
myringotomies  healed  rapidly.  Hearing  improve- 
ment was  often  noted  by  the  parents  immediate- 
ly after  the  child  awakened.  The  post-operative 
audiograms  were  done  four  to  six  weeks  after 
the  surgery  and  revealed  improved  hearing  in 
all  ten  patients,  or,  in  nineteen  ears.  Nine  patients 
had  bilateral  involvement  and  one,  unilateral 
disease.  It  should  be  mentioned  that  an  adenoid- 
ectomy  or  an  adeno-tonsillectomy  was  done  in 
nine  patients.  These  procedures  undoubtedly  had 
some  favorable  effect  on  the  hearing  improve- 
ment. During  the  time  this  series  of  patients  was 
being  collected,  Litton  and  McGabe’  reported 
the  use  of  alpha-chymotrypsin  injected  into  the 
middle  ear  in  thirty-one  cases  of  “glue  ear”.  Their 


work  indicated  that  the  enzyme  was  both  safe 
and  effective.  In  their  series,  the  alpha-chymo- 
trypsin was  injected  via  a needle  without  using 
subsequent  aspiration. 

In  this  series,  a myringotomy  was  done  in  ev- 
ery case  to  confirm  the  diagnosis  of  “glue  ear” 
and  to  observe  any  changes  that  occurred  in  the 
secretions  ten  minutes  later  when  aspirated.  In 
general,  the  viscosity  of  the  secretions  seemed 
diminished  and  aspiration  was  facilitated.  In  all 
cases,  the  middle  ear  was  suctioned  clear  of  all 
available  mucous  before  the  case  was  terminated. 

CONCLUSIONS 

In  this  series  of  ten  patients  involving  nineteen 
“glue  ears”,  the  age  ranged  from  five  to  ten 
years.  Only  children  that  were  cooperative  for 
audiometric  testing  were  used.  The  average  deci- 
bel loss  in  the  speech  frequencies,  (500,  1,000 
and  2,000  cycles  per  second),  for  the  group  was 
twenty-two  decibels  for  each  ear.  One  of  the 
ears  had  a ten  decibel  loss,  and  the  remaining 
eighteen  had  losses  of  a conductive  type  between 
fifteen  and  thirty  decibels  in  the  speech  range. 
The  post-operative  audiograms,  four  to  six  weeks 
later,  revealed  a return  of  hearing  to  eight  deci- 
bels or  better  in  every  ear,  and  the  average  post- 
operative loss  in  the  conversational  range  was 
two  decibels.  Thus,  an  average  gain  of  twenty 
decibels  occurred  in  each  ear. 

SUMMARY 

Nineteen  “glue  ears”  in  ten  children  were 
treated  with  a myringotomy,  injection  of  alpha- 
chymotrypsin  into  the  middle  ear,  and  followed 
by  the  aspiration  of  the  secretions  from  the  mid- 
dle ear.  All  ears  showed  improvement  in  hearing 
post-operatively.  An  adenoidectomy  or  an  adeno- 
tonsillectomy  was  done  in  nine  children.  No  un- 
favorable reactions  occurred  to  the  alpha-chymo- 
trypsin injections.  The  children  have  been  fol- 
lowed from  sixteen  to  four  months  and  no  re- 
currence of  “glue  ear”  has  been  noted. 

It  is  believed  that  alpha-chymotrypsin,  inject- 
ed into  the  middle  ear,  is  of  definite  value  in  the 
treatment  of  mucoid  otitis  media,  ( glue  ear ) . 

“Zolyse  — Alcon  Laboratories,  Inc. 
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Palliative  Surgery  and 
‘Second  Look’  Operations  in  the 
Conversion  of  Palliation  to  Cure 


by 

Stanley  R.  Friesen,  M.D. 


4 This  is  an  informative  discussion  of  the  problem  facing  any  doctor  who 
II  treats  "incurable  cancer."  with  some  remarkable  case  presentations  sug- 
gesting "cures." 


The  term  “palliative  surgery”  has  a number 
of  connotations.  The  usual  meaning  involves 
the  use  of  operative  procedures  for  the  relief  of 
symptoms  in  the  patient  with  incurable  cancer. 
It  also  may  connote  the  use  of  procedures,  oper- 
ative and  non-operative,  for  the  prolongation  of 
life.  Another  frequent  usage  applies  to  those 
operative  excisions  which  fail  to  cure  by  virtue 
of  the  fact  that  the  neoplastic  growth  has  been 
incompletely  removed. 

The  surgeon  is  involved  in  one  way  or  another 
in  the  care  of  most  patients  having  malignant 
lesions.  His  obligations  range  from  simple  biopsy 
to  radical  operative  attempts  to  rid  the  patient 
of  the  neoplasm,  and  more  recently  he  takes  an 
active  part  in  adjunctive  therapy  such  as  perfu- 
sion technics  and  other  administrations  of  drugs, 
chemicals,  and  isotopes.  Whatever  his  role  in 
the  management  of  patients  having  neoplastic 
piocesses,  the  surgeon  must  make  assessments  of 
both  the  physical  and  the  psychological  condi- 
tion of  his  patients.  He  must  make  judgements 
balancing  the  risks  against  the  probabilities  of 
success  of  available  treatment.  Moreover,  in 

Presented  at  the  sectional  meeting  of  the  American  College  of 
Surgeons,  Phoenix,  Arizona,  January  21,  1963. 

Professor  of  Surgery,  University  of  Kansas  School  of  Medicine. 


those  instances  when  a cure  does  not  seem  pos- 
sible, he  must  determine  in  his  own  mind  if  there 
are  symptoms  in  his  patient  which  require  pallia- 
tion, which  symptoms  require  treatment,  and 
the  wisest  means  of  accomplishing  relief  and  ex- 
tending life  in  relative  comfort. 

The  Surgeon's  Attitude 

It  is  important  to  realize  that  the  surgeon’s 
own  attitude  regarding  palliation  influences  the 
likelihood  of  success  of  his  attempts,  and  certain- 
ly the  patient’s  response  to  his  care.  The  surgeon 
who  subscribes  to  the  idea  of  predetermination 
in  the  prognosis  of  cancer  growth  and  who  at- 
tempts only  halfheartedly  to  alter  the  course  of 
the  disease  when  cure  is  impossible  will  not  us- 
ually provide  the  benefit  which  the  patient  seeks. 
On  the  other  hand,  if  he  takes  an  active  part  in 
offering  a chance  for  the  mitigation  of  symptoms, 
his  patient  usually  will  respond  with  interest,  ap- 
preciation, and  varying  degrees  of  palliation. 

The  Patient's  Attitude 

The  first  step  towards  palliation,  as  I see  it, 
when  a diagnosis  of  malignancy  is  suspected  and 
later  confirmed,  is  to  establish  a cooperative. 
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considerate  understanding  between  surgeon  and 
patient.  This  requires  that  the  patient  know  at 
least  that  the  disease  is  malignant  and  that  an 
intelligent  effort  will  be  made  to  cure  the  dis- 
ease if  at  all  possible,  to  arrest  it,  or  to  give  pal- 
liation. By  far  the  majority  of  patients  with  can- 
cer have  a high  degree  of  suspicion  regarding 
the  diagnosis  by  the  time  they  are  hospitalized 
and  as  many  expect  to  be  told  the  truth.  Not 
knowing  is  often  more  discomforting  than  know- 
ing. An  experienced  surgeon  will  realize  that 
there  is  a time,  a plaee,  and  a way  to  acquaint 
the  patient  with  the  nature  of  his  disease  without 
taking  away  his  hope  for  the  future.  The  patient 
wants  relief  of  his  symptoms  and  more  time  in 
comfort  ( palliation ) . Perhaps  it  is  odd  that  most 
patients,  even  those  whose  faith  assures  them  of 
eternal  life  after  death,  when  given  hope  strive 
for  each  added  day  of  life.  St.  Augustine,  in  the 
“Confessions”,  provides  some  enlightenment  on 
this  human  trait  when  he  reasons  that  “time  is 
an  extendedness  of  the  past”.  The  patient  easily 
recalls  a past  of  good  health  and  desires  more 
th  an  anything  an  extension,  not  of  the  present 
but  of  that  happy  past,  into  the  future.  He  wish- 
es to  be  a mortal  witness  to  the  extension  of  his 
past  hopes  and  aspirations  into  the  future.  Wil- 
liam James,  in  his  Prineiples  of  Psychology, 
stated  that  “the  irreversible  flow  of  time  is  not 
without  the  accompanied  . . . awareness  of 
change”.  The  patient  wishes  to  be  aware  of  a 
ehange  for  the  better. 

Such  desires  of  the  patient  for  palliation  are 
catalyzed  by  hope  and  inhibited  by  fear.  Hope 
and  fear  are  mutually  antagonistic.  In  “An  Essay 
Concerning  Human  Understanding”,  John  Locke 
reminds  us  that  “We  . . . hope  only  in  respect 
of  pleasure;  we  . . . fear  only  in  respect  of  pain 
ultimately.”  The  surgeon,  then,  conversely,  by 
the  mere  relief  of  pain  and  the  quieting  of  fear, 
ean  create  hope  in  the  patient.  This  provision  of 
hope  thus  is  the  seeond  step  towards  palliation. 

The  Family^s  Attitude 

The  family  of  the  patient  enter  into  the  con- 
sideration of  palliation  in  that  occasionally  and 
unwittingly  they  add  to  the  psychological  dis- 
comfort of  the  patient.  The  family,  in  their  desire 
to  withhold  unpleasant  information  from  the  pa- 
tient, who  already  is  reasonably  sure  of  the  same 
information,  fall  into  the  plot  of  deceit.  The  pa- 
tient as  well  may  enter  into  the  conspiracy  of 


duplicity,  as  is  so  poignantly  illustrated  in  Tol- 
stoy s Death  of  Ivan  Ilych”.  It  is  important  that 
family  and  patient  similarly  understand  the  es- 
sential problems  of  management. 

Some  Physical  Principles  of  Palliation 

The  surgeon,  when  faced  with  the  need  for 
palliation  in  his  patients,  will  do  well  to  consider 
the  mechanisms  of  the  production  of  symptoms, 
so  many  of  which  are  due  to  pressure  altera- 
tions, and  to  the  presence  of  edema  and  inflam- 
mation. Many  malignant  tumors  of  hollow  vis- 
cera produce  symptoms  due  to  obstruction.  A 
law  of  physics  points  out  that  obstruction  or  in- 
creased peripheral  resistance  in  a tube  in  which 
there  is  flow  will  result  in  an  increase  in  lateral 
pressure  proximal  to  the  obstruction.  If  the  tube 
is  distensible  there  will  be  distention,  stretching 
of  the  surface  (peritoneum),  producing  pain  and 
even  perforation.  It  is  obvious  that  palliative 
procedures  aimed  at  decompression  by  means  of 
external  vents  (e.g.,  colostomy)  or  by  means  of 
by-passing  anastomoses  (e.g.,  gastro-enterosto- 
my,  ileo-colostomy,  choleeysto-jejunostomy ) will 
relieve  the  pain  of  obstruction  when  it  is  impos- 
sible or  unwise  to  remove  the  obstructing  lesion. 
The  ancillary  treatment  of  the  edema  and  in- 
flammation so  often  surrounding  a malignant  le- 
sion by  appropriate  drugs  and  antibiotics  some- 
times ean  convert  a lesion  from  a seemingly  un- 
reseetable  state  to  a removable  one,  and  in  this 
regard  the  adjuvant  tlierapy  of  roentgen  irradia- 
tion to  a large  bronchogenic  carcinoma  may  ac- 
complish a shrinkage  to  a resectable  size.  The 
removal  of  a lobe  of  a lung  involved  in  infection 
peripheral  to  an  obstructing  bronchial  carcinoma 
sometimes  gives  remarkable  palliation. 

Resection  of  primary  gastric  and  intestinal 
lesions,  when  possible  and  safe,  even  in  the  pres- 
ence of  hepatic  metastases,  will  likely  give  good 
palliation  in  terms  of  symptom  relief  and  exten- 
sion of  survival.  For  instance,  in  gastric  carcino- 
ma with  liver  metastases,  local  resection  of  the 
primary  lesion  will  result  in  an  average  survival 
time  of  15  months  as  compared  with  a little  over 
5 months  after  gastrojejunostomy  and  3I2  months 
after  enterostomy.  In  patients  having  palliative 
gastric  resections  for  carcinoma  without  hepatic 
metastases  but  with  incomplete  removal  (micro- 
scopic cells  in  line  of  resection)  there  is  a silent 
interval,  symptom  free,  of  an  average  of  20 
months. 


92 


Arizona  Medicine 


Original  Articles 


Total  gastrectomy  for  extensive  carcinoma  of 
the  stomach  should  be  reserved  for  those  pa- 
tients in  whom  a cure  seems  possible.  On  the 
other  hand,  total  gastrectomy  when  done  for 
metastatic  islet  cell  tumor  in  the  Zollinger-Ellison 
syndrome,  can  accomplish  remarkable  palliation 
of  the  ulcer  symptoms  resulting  from  gasti'ic  hy- 
persecretion. 

PALLIATIVE  proeedures  for  metastatic  breast 
and  prostatic  carcinoma  are  more  numerous 
and  varied  than  for  many  other  carcinomas  be- 
cause of  the  apparent  hormonal  and  endocrine 
influences.  There  probably  is  no  other  area  in 
which  combined  therapeutic  disciplines  have 
more  to  offer. 

In  selected  patients  with  selected  neoplasms 
the  chemotherapeutic  agents  may  supplement 
the  traditional  methods  of  palliation.  Caution 
should  be  directed  to  the  indiscriminate  use  of 
such  agents  in  the  aged,  in  those  with  bone  mar- 
row metastases,  and  in  those  in  whom  the  liver 
is  largely  replaced  by  metastases.  The  length  of 
hospitalization  may  be  increased  with  their  use, 
and  the  morbidity  sometimes  associated  with 
marrow  depression  in  poorly  selected  patients 
will  counteract  whatever  hope  there  may  have 
been  for  palliation. 

The  Role  of  the  "Second  Look"  Procedure 

There  are  patients  in  whom  it  is  difficult  to 
determine  whether  a resection  has  been  curative 
or  palliative.  These  patients  are  those  in  whom 
there  has  been  no  distant  spread  but  pathological 
study  of  the  resected  specimen  indicates  that  nu- 
merous lymph  node  metastases  have  occurred. 
If  microscopic  tumor  has  been  left  behind  it 
will  continue  to  grow  until  it  may  become  visible 
and  palpable  upon  re-exploration.  In  such  pa- 
tients a “second  look”  operation  may  be  per- 
formed several  months  after  primary  resection, 
at  a time  when  patients  are  symptom  free  and 
without  discernible  metastases  on  physical  or 
X-ray  examination.  If  metastatic  nodes  or  im- 
plants are  found  and  are  removed,  another  ex- 
ploratory procedure  may  be  done  after  another 
interval  of  time,  and  repeated  until  no  evidence 
of  “recurrent”  tumor  is  found.  Carcinoma  of  the 
colon  seems  to  lend  itself  to  this  type  of  plan, 
with  8 to  10  month  intervals.  The  plan  can  be 
applied  to  other  neoplasms  but  with  less  likeli- 
hood of  success  because  of  anatomical  barriers. 


This  plan  of  re-operation  has  been  of  much 
benefit  in  a group  of  patients;  a few  representa- 
tive cases  are  described  here. 

J.  H.,  a 29  year  old  white  female,  presented  at 
operation  on  April  30,  1956,  with  familial  poly- 
posis of  the  entire  colon  and  rectum,  (Eig.  1), 
with  a carcinoma  of  the  rectosigmoid  involving 
by  direct  extension  the  uterus  and  left  ovary  and 
regional  lymph  nodes.  A sub-total  colectomy 
with  para-aortic  node  dissection  and  anastomosis 
of  the  ileum  to  the  rectum  was  carried  out.  The 
uterus  and  left  ovary  were  removed  in  continuity 
with  the  colon.  After  operation  many  polyps  of 
the  rectum  were  excised  and  fulgurated  during 
proctoscopy,  at  intervals.  Four  months  later  a 
re-exploration  was  done,  at  which  time  there 
was  found  an  enlarged  right  ovary,  metastatic, 
with  rupture,  the  peritoneal  cavity  containing 
fluid  with  grade  V malignant  cells  on  cytological 
examination,  and  two  palpably  enlarged  lymph 
node  metastases  at  the  bifurcation  of  the  left 
common  iliac  artery.  A right  oophorectomy  with 
excision  of  the  left  iliac  nodes  and  irrigation  of 
the  peritoneal  cavity  was  carried  out,  with  in- 
stillation of  nitrogen  mustard  intraperitoneally 
and  intravenously.  It  is  interesting  to  note  that 
no  further  polyps  of  the  rectum  developed  after 
this  time.  Another  second  look  operation  was 
carried  out  six  months  later  (February  19,  1957) 
at  which  time  no  evidence  of  neoplasm  was 
found.  She  is  well,  without  evidence  of  recur- 
rence or  polyps,  almost  seven  years  from  the 
time  of  her  first  operation. 

SECOND  LOOK 
J.H.  AGE  29 

CA.  OF  COLON  AND  POLYPOSIS 


Figure  1. 

J.M.,  a 17  year  old  white  male,  presented  at 
operation  on  July  28,  1961,  with  a large  mass  in- 
volving the  left  lobe  of  the  liver,  the  left  hemi- 
diaphragm  and  its  crura,  with  coeliac  axis  lymph- 
adenopathy  (Fig.  2).  The  lesion  was  thought  to 
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SECOND  LOOK 
J.  M.  AGE  17 
HEPATIC  CARCINOMA 


Figure  2. 


SECOND  LOOK 
B.  D.  AGE  6 3 
CARCINOMA  OF  COLON 


Figure  3. 


be  of  the  lymphoma  type  of  tumor  on  frozen  sec- 
tion and  irradiation  was  planned.  However,  a 
biopsy  taken  at  operation  revealed  it  to  be  a 
primary  hepatocarcinoma.  Re-exploration  under 
general  hypothermia  on  August  7,  1961,  allowed 
an  excision  of  the  left  lobe  of  the  liver  and  a full 
thickness  portion  of  the  left  diaphragm  and  cru- 
ra Re-exploration  on  November  6,  1961,  was 
done  for  the  purpose  of  widely  removing  the 
known  coeliac  para-aortic  lymph  node  metasta- 
ses,  which  was  done.  No  evidence  of  recurrent 
tumor  at  the  diaphragm  or  liver  margin  was 
found.  A second  look  procedure  then  was  done 
after  an  interval  of  seven  months  (June  1,  1962), 
at  which  time  peritoneal  implants  in  the  cul  de 
sac,  surface  of  the  sigmoid  colon  and  mesentery, 
the  appendix  and  the  right  lateral  parietal  sur- 
face of  the  upper  abdomen  and  right  diaphragm 
were  excised.  Nitrogen  mustard  was  adminis- 
tered intraperitoneally  and  intravenously.  After 
another  interval  of  seven  months  (January  7, 
1963),  re-exploration  revealed  only  two  sites  of 
recurrence,  one  small  (1  cm.)  nodule  in  the 
omentum  and  one  small  (1.5  cm.)  nodule  in  the 
abdominal  incision,  both  of  which  were  easily 
excised.  The  previous  areas  of  peritoneal  im- 
plants were  free  of  tumor.  The  left  lobe  of  the 
liver  had  regenerated.  The  patient  continues  to 
appear  in  excellent  health  and  it  seems  that  the 
surgeon  is  ahead  of  the  disease  for  the  first  time 
in  this  patient.  Another  second  look  operation 
was  planned  after  an  interval  of  8-10  months  and 
was  performed  on  September  30,  1963,  at  which 
time  no  evidence  of  tumor  was  found. 

B. D.,  a 63  year  old  white  female,  was  operated 
on  July  21,  1952,  at  which  time  a sigmoidectomy 
was  done  for  carcinoma  of  the  sigmoid  colon 
without  visible  metastases.  (Fig.  3).  In  IVz  months 
a small  recurrence  at  or  just  above  the  anasto- 
motic line  was  noted  and  a re-exploration  on 
March  9,  1953,  revealed  a 4 cm.  single  hepatic 
metastasis  in  the  left  lobe.  A combined  excision 
of  the  left  colon  and  rectum  with  para-aortic 
dissection,  colostomy,  and  partial  left  hepatic 
lobectomy,  was  done.  This  patient  is  now  free  of 
cancer  over  ten  years  from  the  time  of  her  first 
resection.  Her  recurrences  were  of  local  and 
hematogenous  spread. 

C.  F.,  a 47  year  old  white  female,  had  a right 
radical  mastectomy  for  carcinoma  of  the  right 
breast  with  axillary  metastases  on  July  18,  1958. 
On  December  15,  1961,  a left  colectomy  with 
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para-aortic  node  dissection  and  anastomosis, 
with  bilateral  oophorectomy,  was  done  for  pri- 
mary carcinoma  of  the  lower  sigmoid  colon  with 
lymph  node  metastases.  (Fig.  4).  A second  look 
operation  was  done  on  January  11,  1963,  at 
wnich  time  no  tumor  was  found  anywhere  in 
the  abdominal  cavity.  The  patient  has  no  evi- 
dence of  recurrence  from  either  malignancy.  The 
principles  of  cancer  surgery  were  followed  in 
both  resections,  i.e.,  early  ligation  of  the  venous 
drainage,  wide  removal  of  the  lymphatic  spread 
and  the  primary  lesion. 


1954,  also  revealed  no  evidence  of  recurrence 
and  the  patient  is  well  without  disease  over 
twelve  years  after  first  resected.  This  patient  was 
able  to  purchase  life  insurance  at  standard  rates 
after  his  first  “second  look”  procedure. 

J.  N.,  a 43  year  old  white  male,  was  first  oper- 
ated on  in  1951  for  carcinoma  of  the  splenic  flex- 
ure of  the  colon  with  reported  hepatic  metas- 
tases; apparently  a segmental  resection  of  the 
colon  was  done  at  that  time.  He  was  next  seen 
six  years  later,  presenting  with  a mass  in  the  left 
upper  quadrant.  At  operation  on  September  9, 
1957,  resection  of  the  left  colon,  a loop  of  small 
intestine,  the  left  kidney  and  the  spleen  was 
done  (Fig.  6).  There  were  no  hepatic  metastases. 
Following  this,  he  refused  a second  look  opera- 
tion until  October  14,  1960,  at  which  time  a 
nodule  in  the  region  of  the  left  spermatic  cord 
was  palpable.  Re-exploration  on  that  date  re- 
vealed three  implants  in  the  region  of  the  renal 
fossa,  one  in  the  gastro-hepatic  ligament,  one 


SECOND  LOOK 
J.  N.  AGE  43 
COLON  CARCINOMA 


SECOND  LOOK 
W.B.  AGE  40 

CA.  RECTUM  BLADDER  ILEUM 


-51 


Figure  5. 

W.  B.,  a 40  year  old  white  male,  was  seen  first 
in  July  of  1950,  with  a history  of  having  had  a 
cecostomy  for  bowel  obstruction  nine  months 
previously.  At  operation  (July  14,  1950),  a large 
malignant  mass  involving  rectum,  a loop  of  small 
intestine,  and  the  dome  of  the  bladder  was  re- 
moved en  bloc  by  a combined  approach.  (Fig. 
5).  At  re-exploration  six  months  later  (January 
19,  1951)  no  evidence  of  recurrence  was  noted 
and  the  cecostomy  was  closed.  Re-exploration 
during  an  incisional  hernioplasty  on  January  20, 
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along  the  left  ureter  and  one  in  the  spermatic 
cord  structures,  all  of  which  were  removed.  In- 
travenous nitrogen  mustard  was  given.  Another 
re-exploration  was  done  on  January  19,  1962  (15 
months  later),  at  which  time  recurrences  in  the 
renal  fossa,  spermatic  cord  area,  and  abdominal 
incision  were  removed.  It  was  felt  that  the  renal 
fossa  recurrence  was  incompletely  removed  and 
cobalt  X-ray  therapy  to  this  area  was  added.  The 
patient  appears  well  and  is  working  but  with 
disease  twelve  years  following  the  first  operation 
for  carcinoma  of  the  colon.  This  case  demon- 
strates the  course  of  a slow-growing  neoplasm 
modified  by  repeated  removal  of  tumor,  which 
has  produced  considerable  palliation  in  this  pa- 
tient, who  has  been  able  to  keep  working  in 
comfort.  The  delay  in  re-exploration  may  ac- 
count for  failure  to  completely  remove  all  recur- 
rences. 

H.  D.,  a 33  year  old  female,  first  presented 
with  acute  large  bowel  obstruction  due  to  car- 
cinoma of  the  sigmoid  colon  and  had  staged  pro- 
cedures, i.e.,  right  transverse  colostomy  on  De- 
cember 12,  1953,  left  colectomy  on  December 
17,  1953,  and  closure  of  colostomy  on  December 
28,  1953.  (Fig.  7).  There  were  regional  lymph 
node  metastases.  A second  look  procedure  was 
done  on  November  1,  1954,  at  which  time  no 
gross  evidence  of  recurrent  tumor  was  found,  al- 
though the  lymph  nodes  excised  along  the  aorta 
contained  miscroscopic  tumor.  An  advised  re- 
exploration was  postponed  until  almost  three 
years  later,  at  which  time  she  complained 
of  severe  pain  in  the  low  back  and  legs.  On  Sep- 
tember 30,  1957,  she  was  re-operated,  at  which 
time  a recurrence  occluding  the  bifurcation  of 
the  aorta  was  removed,  with  insertion  of  a bi- 
furcation prosthesis.  There  also  were  implants 
along  the  left  ureter  and  kidney  and  in  the  retro- 
duodenal  area.  She  expired  10  months  after  this 
operation,  but  she  was  given  remarkable  relief 
of  pain  for  nine  months.  This  case  is  an  example 
of  palliation  which  may  be  accomplished  by  re- 
exploration without  converting  to  a cure. 

Summary  and  Conclusions 

Palliative  surgery  is  best  accomplished  when  a 
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Figure  7. 


cooperative  understanding  is  present  between 
surgeon  and  patient.  Involved  are  the  surgeon’s 
attitude,  the  patient’s  knowledge  of  the  problem, 
family  cooperation,  and  an  active  program  which 
allays  fear  by  substituting  hope.  In  well  selected 
cases,  second  look  procedures  themselves  may 
actually  convert  palliative  efforts  into  curative 
situations.  Failing  a cure,  the  palliation  of  pain 
and  the  extension  of  life  by  re-exploration  are 
ostensibly  worth  while  to  some  patients.  Through 
the  use  of  re-exploration  in  search  for  and  re- 
moval of  tumor,  a six  year  cure  of  “carcinoma- 
tosis” is  illustrated  and  a ten  year  cure  after  par- 
tial hepatectomy  for  metastasis  from  carcinoma 
of  the  sigmoid  are  here  reported. 

Palliation  is  what  patients  desire  if  cure  is  not 
possible.  Lucretius,  in  “The  Nature  of  Things” 
writes:  “Nature  cries  aloud  for  nothing  else  but 
that  pain  may  be  kept  far  sundered  from  the 
body,  and  that,  withdrawn  from  care  and  fear, 
she  may  enjoy  in  mind  the  sense  of  pleasure.” 
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Hypertrophic 

Osteoarthropathy 

by 
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Hypertrophic  Osteoarthropathy  is  thought  of  as  clubbing  of  the  fingers 
' and  toes.  It  is  frequently  a very  important  clinical  observation  and  should 
immediately  trigger  one's  thinking  toward  thorough  investigation  of  the 
patient,  particularly  the  respiratory  system.  The  most  frequent  occurrences 
of  Hypertrophic  Osteoarthropathy  are  associated  with  carcinoma  of  the 
lung  which  at  the  present  time  is  probably  the  leading  cancer  in  man.  The 
author  has  brought  out  the  historical  background  as  well  as  the  clinical 
features  and  roentgenological  findings  associated  with  this  clinical  sign. 
The  exact  nature  of  the  lesion,  as  well  as  the  cause,  still  remain  somewhat 
!5s  obscure. 


Introduction 

The  condition  of  hypertrophic  osteoarthropa- 
thy and  its  very  close  relative,  or  possibly  the 
identieal  twin,  clubbing  of  the  fingers  and  toes, 
was  observed  in  biblical  times  it  is  thought,  but 
the  first  definite  reference  to  it  is  found  in  the 
writings  of  that  immaeulate  and  detailed  ob- 
server, Hippoerates  'all  empyemata  may  be  rec- 
ognized by  the  following  signs.  First  of  all  the 
fever  does  not  intermit,  but  remitting  a little 
during  the  day  beeomes  more  acute  at  night. 
Many  fits  of  sweating  oceur.  A desire  to  eough 
is  aroused,  but  nothing  is  brought  up  to  speak  of. 
The  eyes  become  sunken  and  the  cheeks  flushed. 
The  fingernails  become  curved  and  the  fingers 
warm,  especially  at  their  tips.  Swelling  which 
come  and  go  are  observed  in  the  feet.  ^ Although 
Hippocrates  describes  the  condition  of  clubbing 
no  attempt  at  explaining  this  phenomenon  can 
be  found  in  his  writings.  Probably  the  first  mod- 
ern evaluation  of  this  condition  is  found  in  two 
separate  papers,  but  at  about  the  same  time, 
namely  those  of  the  German  physician,  Bam- 
berger" in  1899  and  the  other  by  the  French  phy- 
sician Marie"  in  1890.  From  that  time  on  we  are 
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confronted  with  hundreds  of  references  to  this 
condition.  The  number  unfortunately  bears  no 
direet  relationship  to  the  illumination  of  this 
obscure  phenomenon. 

The  eonfusion  that  exists  is  only  more  con- 
firmed by  the  variety  of  names  that  have  been 
attaehed  to  this  condition.  To  quote  only  a few 
from  a very  long  list  — watch-glass  nails,  parrot- 
beak  nails,  drumstick  nails,  serpent’s  heads,  clock 
pendulum  fingers,  essential  dactylomegaly,  hy- 
pertrophic acrodactylopathy,  club  fingers  or 
clubbed  fingers,  toxigenic  osteopoeriostitis  ossi- 
ficans, periostitis,  osteitis,  osteosis  hyperplastica, 
pulmonary  hypertrophie  osteoarthropathy.  Epy- 
noms  were  also  applied  to  this  condition  and 
some  of  these  are  respectful  recognitions  of  those 
men  who  did  some  investigative  work  of  the 
symptoms,  namely  Hippocratic  fingers,  Marie’s 
disease,  Bamberger-Marie’s  disease,*  Von  Bam- 
berger’s disease,  ete. 

In  contrast  to  the  confusion  that  exists  with 
respect  to  various  aspects  of  this  condition  the 
definition  is  amazingly  singular  and  in  agree- 
ment with  all  authors  or  investigators  of  this 
phenomenon.  Mendlowitz  states  that  clubbing 
of  the  fingers  is  a usually  painless,  uniform  en- 
largement eonfined  to  the  terminal  segment  of 
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the  extremities/  Hypertrophic  osteoarthropathy 
is  an  extension  of  the  process  of  clubbing  to 
more  and  more  proximal  parts  of  the  extremi- 
ties. 

Classification 

By  far  the  overwhelming  majority  of  clubbing 
is  acquired  and  usually  bilateral.  It  can  be  as- 
sociated with  an  amazing  number  of  diverse 
diseases.  It  is  indeed  amazing  that  so  many  ap- 
parently completely  unrelated  diseases  can  pro- 
duce the  same  symptom  complex.  Although, 
most  usually  it  is  associated  with  intrathoracic 
abnormalities  of  various  kinds.  The  clubbing 
which  can  be  traced  to  have  its  etiology  in  the 
chest  is  by  far  the  most  common  type,  although 
the  mode  of  action  as  repeatedly  stated  is  still 
not  fully  understood.  Some  authors  feel  so  strong- 
ly about  the  association  of  clubbing  of  the  fingers 
and  chest  disease  that  it  is  not  infrequently  that 
one  is  confronted  with  statements  which  are 
downright  dogmatic,  but  on  closer  examination, 
careful  thought  should  be  allocated  to  these  au- 
thors who  appear  to  be  dogmatic,  but  at  the 
same  time  try  to  emphasize  the  importance  and 
necessity  of  chest  x-ray  examination  and  bron- 
chograms  in  every  patient  in  whom  clubbed  fin- 
gers are  noted  on  routine  physical  examination. 
A review  of  299  patients  who  had  lobectomies 
for  bronchiectasis  revealed  complete  descriptions 
of  fingernails  in  only  129,  of  these,  however  79% 
(103)  were  noted  to  have  had  clubbing  of  the 
fingers  in  varying  degrees."  Clubbing  of  the  fin- 
gers therefore  should  never  be  left  as  a mere  no- 
tation on  the  chart  of  the  physical  examination, 
but  further  investigation  with  regard  to  intra- 
tlioracic  abnormality  and  then  with  regard  to 
further  abnormalities  elsewhere  in  the  body 
should  be  sought  for  and  a pathological  basis 
for  the  clubbed  fingers  established. 

The  American  literature  is  by  far  the  most 
energetic  in  its  emphasis  of  the  search  for 
pulmonic  lesions  in  patients  who  present  only 
clubbing  as  the  only  symptom.  In  the  German 
literature  one  can  find  what  may  at  first  appear 
to  be  another  dogmatic  statement,  namely— Dass 
die  Symptome  der  osteoarthropathie  hypertro- 
phiante  pneumique  (he  uses  the  French  term) 
denen  eines  intrapulmonalen  Prozesses  erheblich 
vorangehen  konnen,  ist  allgemein  bekannt  and 
daher  ein  Zeichen  fiir  die  Friihdiagnostik  eines 
mdglichen  Lungentumoren  oder  Bronchialkarzi- 
nomas  ( That  the  symptom  of  pulmonary  hyper- 


trophic osteoarthropathy  can  be  a preceeding 
one  for  intrapulmonary  processes  is  well  known 
and  therefore  a sign  for  the  early  diagnosis  of  a 
possible  tumor  of  the  lung  or  of  bronchogenic 
carcinoma).®  One  case  history  might  be  of  in- 
terest here  and  will  be  quoted  only  to  serve  as 
an  illustrative  example  rather  than  as  a diag- 
nostic exercise.  A 45-year  old  hospital  attendant 
noticed  painless  swelling  of  the  fingertips  and 
stiffness  of  the  knees  about  18  months  prior  to 
admission.  About  nine  months  prior  to  admis- 
sion the  patient  experienced  exertional  dyspnea, 
night  sweats,  weight  loss  but  no  anorexia.  About 
one  month  prior  to  admission  the  patient  de- 
veloped a productive  cough  of  whitish,  non- 
bloody  sputum.  The  chest  film  at  this  time 
showed  a homogenous  shadow  of  increased  dens- 
ity with  somewhat  ill-defined  margins  in  the  axil- 
lary portion  of  the  left  upper  lobe.  X-rays  re- 
peated four  and  six  weeks  later  showed  a marked 
increase  in  the  size  of  the  lesion.  An  operation 
was  performed  and  the  anatomical  diagnosis  re- 
vealed adenocarcinoma  of  the  lung.  The  patient 
died  soon  after  the  operation.^ 

Here  then  is  a case  where  joint  symptoms  pre- 
ceded any  kind  of  chest  symptoms  by  at  least 
nine  months.  As  no  proof  is  ever  possible  one 
can  merely  wonder  what  the  outcome  of  this 
case  may  have  been  had  the  patient  presented 
himself  to  an  alert  physician  on  first  noticing 
the  swelling  of  the  fingers  and  the  decrease  in 
function  of  his  joints.  Optimistic  conjecture 
would  have  us  think  of  a more  favorable  out- 
come. 

WHEN  talking  about  diseases  of  the  chest  and 
in  particular  those  of  the  lung  one  almost 
automatically  thinks  of  tuberculosis;  it  has  almost 
become  synonymous  in  the  eye  of  the  laity  with 
lung  disease.  Paul  deKiuif  has  referred  to  it  as 
the  “White  Scourge”  and  many  other  such  pic- 
turesque or  maybe  gotesque  synonyms  have  been 
applied  to  pulmonary  tuberculosis.  Being  a lung 
disease  of  such  reknown  one  naturally  speculates 
on  its  relationship  to  clubbing  and  needless  to 
say  much  has  been  written  about  it  but  oddly 
enough  much  diversity  of  opinion  exists.  For 
purposes  of  illustration  let  us  again  refer  to 
the  literature.  Fischl  states  that  Hippocrates 
noted  clubbing  of  the  fingers  in  phthisis,®  but  this 
writer  can  find  no  reference  to  clubbing  with 
respect  to  phthisis  in  the  words  of  Hippocrates 
but  clubbing  with  respect  to  another  pathological 
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condition  is  mentioned,  namely  empyema.  The 
French  physician  Pigeaux  wrote  in  1832  — the 
seeret  and  almost  mysterious  relationship  be- 
tween phthisis  and  the  state  of  the  nails  evidently 
shows  that  the  older  physicians  were  inclined 
to  attach  importance  to  small  details  which  even 
in  the  nineteenth  century  represent  elements  of 
good  diagnosis.®  The  Henry  Phipps  Institute  in 
Philadelphia  reported  clubbing  of  21%  in  a series 
of  3,551  tuberculosis  patients,  whereas  Kline  re- 
ported only  11%  in  a smaller  series  of  100  tubercu- 
losis patients.  Poppe  reports  25%  of  cases  of  club- 
bing in  pulmonary  tuberculosis  particularly  in 
the  more  advanced  stages  of  the  disease.®  This 
latter  statement  is  of  great  interest  inasmuch  as 
emphasis  is  put  on  the  fact  that  the  disease  is  far- 
advanced  when  clubbing  is  evident.  Poppe  states 
further  that  clubbing  is  also  noted  frequently  in 
fibroid  tuberculosis  in  which  cavitation  is  pres- 
ent, and  in  these  cases  it  is  undoubtedly  the 
cavitation  and  not  the  tuberculosis  which  is  re- 
sponsible for  the  clubbing.*®  One  must  of  course 
assume  almost  out  of  necessity  that  cavitation  in 
tuberculosis  is  almost  synonymous  with  far  ad- 
vanced disease.  Then  again  we  get  those  reports 
that  tend  to  be  completely  the  other  extreme 
and  we  find  such  statements  as  — pulmonary 
hypertrophic  osteoarthropathy  is  extraordinarily 
rare  in  pulmonary  tuberculosis,  except  when 
chronic  fibroid  phthisis  is  complicated  by  bron- 
chiectasis and  pulmonary  suppuration.**  Gottlieb 
draws  special  attention  to  the  fact  that  hyper- 
trophic pulmonary  osteoarthropathy  is  often  as- 
sociated with  chronic  pulmonary  disease  but  in- 
frequently with  chronic  pulmonary  tubercu- 
losis.*^ There  appears  to  be  more  tendency 
towards  the  assumption  that  clubbing  is  due  to 
secondary  involvement  of  the  lung  tissue  rather 
than  to  tuberculosis  per  se. 

LTHOUGH  intrathoracic  abnormalities  being 
the  overwhelming  factor  as  the  causative 
agent  of  clubbing  there  are  many  other  condi- 
tions which  bring  about  the  same  phenomenon. 
G.  E.  French  states  — it  has  also  been  seen  in 
valvular  and  congenital  heart  disease.*®  The  heart 
is  probably  the  next  most  incriminated  organ 
with  association  of  clubbing  but  by  far  not 
the  only  one.  Thompson  gives  a long  list  in  which 
he  mentions  the  occurrence  of  hypertrophic  os- 
teoarthropathy in  such  diseases  as  regional  en- 
teritis, carcinoma  of  the  colon,  pyloric  obstruc- 
tion, ascariasis,  Hanot  cirrhosis,  rickets,  syringo- 
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myelia  as  well  as  hereditary  and  traumatic 
causes.^  When  the  list  begins  to  assume  such 
vast  proportion  one  begins  to  conjecture  if  this 
phenomenon  is  not  merely  just  another  one  of 
the  many  generalized  responses  to  disease  or 
stress  such  as  fever,  anorexia,  paleness,  etc. 

To  make  this  whole  picture  somewhat  more 
enigmatic  one  must  now  consider  such  situations 
where  no  disease  entity  is  demonstrable.  One 
is  thus  faced  with  two  other  major  considera- 
tions, namely  that  of  hereditary  clubbing  and 
that  wastebasket  of  all  puzzles,  namely  the  so- 
called  “idiopathic”  type  of  clubbing.  Gamp  and 
Scanlan  in  a rather  lengthy  and  detailed  discus- 
sion mentioned  that  five  cases  of  clubbing  un- 
associated with  primary  disease  are  reported  by 
the  Mayo  Glinic,’®  and  twenty  other  cases 
throughout  the  rest  of  the  literature.  The  author 
goes  on  to  state  that  hypertrophic  osteoarthro- 
pathy can  and  does  occur  in  the  absence  of  pri- 
mary disease  or  of  Mendelian  dominant  hered- 
ity, but  there  appears  to  be  a constitutional  pre- 
disposition which  accounts  for  familial  ten- 
dencies and  variance  in  individual’s  susceptib- 
ility to  hypertrophic  osteoarthropathy.®®  Locke, 
on  the  other  hand,  states  quite  definitely  that 
hypertrophic  osteoarthropathy  is  always  a sec- 
ondary disease  and  the  fact  that  no  obvious 
manifestation  of  primary  disease  is  present  is 
inherent  in  the  observer’s  shortcomings.*^  Logue 
who  quotes  freely  from  many  of  his  colleagues 
states  that  hereditary  predisposition  is  a prime 
causative  factor  in  the  development  of  this  dis- 
ease (clubbing)  because  there  is  a familial  in- 
volvement in  about  60%  of  the  reported  cases.*® 
The  hereditary  form  of  clubbing  is  that  type 
which  seems  to  differ  somewhat  from  the  ac- 
quired type  and  Mendlowitz  has  found  evidence 
of  increased  blood  flow  in  the  fingertips  in  pa- 
tients with  all  types  of  clubbing  except  the 
hereditary  form.  Thus  we  are  faced  with  more 
unsolved  problems  which  leave  the  road  to  ex- 
ploration wide  open  to  those  who  are  interested 
in  research. 

Clinical  Features 

A.  Unless  the  observer  entertains  a high  index 
of  suspicion  early  clubbing  will  go  unnoticed. 
The  development  appears  to  be  insidious  with 
at  first  only  soft  tissue  changes,  confined  to  the 
fingers  and  toes  and  typically  osteal  precedence 
to  the  lower  end  of  the  long  bones  of  the  ex- 
tremities. It  is,  however,  usually  first  seen  in 
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the  thumb  and  index  finger  and  subsequently 
spreads  to  involve  all  phalanges.’^  Onset  of  club- 
bing can  occur  at  any  age,  the  sex  distribution 
depends  on  that  of  the  underlying  disease.  The 
changes  may  take  years  to  develop  or  more 
rarely  they  may  appear  within  one  week  of  the 
onset  of  the  underlying  disease.^ 

B.  Clubbing  is  rarely  accompanied  by  any  sub- 
jective symptoms,  rarely  may  the  patient  experi- 
ence warmth,  increased  sweating,  burning,  in- 
creased growth  of  fingernails.  There  is  also  often 
increased  resilience  of  the  nails,  increased  longi- 
tudinal ridging,  thickening  of  the  nail  beds,  ir- 
regular pigmentation  rarely,  decreased  lunula, 
rarely  chronic  paronychia.  The  skin  over  the 
base  of  the  nail  is  flushed,  a cyanotic  flush  of 
the  nails  may  be  present,  later  dorsiflexion  of 
the  distal  phalanges  with  hyperextensibility  of 
the  distal  phalangeal  joints  may  be  brought 
about.  Clubbing  of  the  toes  develops  always  pari 
passu  with  clubbing  of  the  fingers. 

The  pathological  process  begins  at  the  nail 
root,  just  beyond  the  interphalangeal  joint,  as  a 
hard  transverse  ridge  on  the  dorsal  aspect  of 
the  digit,  and  the  underlying  skin  is  very  smooth 
and  shiny.  The  longitudinal  ridges  of  the  nail 
often  tend  to  be  prominent  and  the  nail  may 
be  quite  brittle,  in  fact  there  is  one  reported 
case  of  complete  nail  necrosis.  There  is  an  in- 
creased rate  of  nail  and  cuticle  growth  and  hang- 
nails and  acute  paronychia  are  commonly  ob- 
served. Early  there  is  a vascular  turgescence  of 
the  nail  bed  with  first  a hyper-pink  tint  to 
the  nail  bed  with  subsequently  a lilac  to  cyanotic 
shading  as  the  clubbing  progresses.  The  cyanosis 
appears  more  rapidly  when  the  fingers  are 
cooled. Subsequently,  the  base  of  the  nail  be- 
comes elevated  so  that  an  outline  may  be  seen 
beneath  the  skin  and  in  far  advanced  clubbing, 
the  nail  floats  and  can  be  rocked  back  and 
forth  in  its  bed.  In  cases  of  long  standing  the 
fingers  may  show  hyper-extensibility  of  the  ter- 
minal phalanx.^”  It  must  be  remembered  that 
muscular  wasting  frequently  accentuates  the 
clubbing.  It  is  the  “profile”  of  the  nail  which 
is  so  important,  and  the  angle  of  that  profile 
is  the  basic  element  in  a correct  diagnosis.  Nor- 
mally the  angle  of  the  nail  with  the  finger  is 
160°  and  regardless  of  the  deformities  of  the 
nail  bed  itself,  curving,  spatulation,  etc.,  it  is 
solely  a disturbance  of  this  angle  on  which  the 
diagnosis  of  clubbing,  early  or  late,  rests;  so 
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that  any  attempt  to  diagnose  early  clubbing  this 
angle  must  be  distorted  to  more  than  160°  to  pro- 
vide  positive  proof  of  osteoarthropathic  change. 
An  occasional  case  in  which  clubbing  or  hyper- 
trophic osteoarthropathy  develops  very  rapidly 
the  pains  in  the  extremities  may  be  quite  severe, 
and  may  preceed  x-ray  changes  in  the  bones.  This 
disease  may  hence  be  mistaken  for  rheumatoid  | 
arthritis  or  osteoarthritis,  especially  in  cases  in  { 
which  hypertrophic  osteoarthropathy  is  the  first  I 
manifestations  of  a silent  pulmonary  condition.  | 
This  acute  form  is  seen  sometimes  in  children,  | 
but  is  also  occasionally  observed  in  adults.  Spon- 
taneous  fractures  are  not  uncommon,  presum-  f 
ably  because  of  the  extreme  osteoporosis  in  some  | 
cases.  There  is  usually  no  increase  in  the  length  | 
of  the  bones  in  adults,  in  children  there  appears  | 
to  be  but  this  is  difficult  to  prove  because  of  | 
individual  variability.  The  joints  in  hypertrophic  I 
osteoarthropathy  may  develop  moderate  effu-  ^ 
sions  and  some  limitation  of  motion,  in  advanced  | 
cases  ankylosis  may  result.  Due  to  increase  in  ^ 
size  and  weight  awkwardness  in  gait  and  clumsi-  | 
ness  in  the  movement  of  the  hands  and  fingers 
results. 

C.  It  is  characteristic  of  both  clubbing  and  ^ 
hypertrophic  osteoarthropathy  to  wax  and  wane  ' 
with  the  activity  of  the  underlying  disease  and  { 
to  completely  disappear  with  the  cure  of  the  \ 
underlying  disease.  As  this  increase,  decrease,  j 
and  disappearance  of  clubbing  corresponds  so 
closely  with  the  underlying  disease  one  can  sa>’;  ! 

clubbing  may  be  the  barometer  of  the  under- 
lying  disease  and  may  increase  and  decrease  = 
several  times  with  exacerbations  and  remissions 
of  the  disease. 


IV.  Roentgenology 

In  the  earliest  stages  of  clubbing  there  may 
be  no  x-ray  changes  whatsoever  in  the  terminal 
phalanges.  In  the  more  advanced  cases  there 
may  be  merely  increased  flare  of  the  ungual 
process  of  the  terminal  phalanx.  As  the  disease 
advances  however,  atrophic  changes  may  de- 
velop in  the  terminal  phalanx,  ranging  from 
simple  osteoporosis  to  complete  resorption  of 
several  or  all  of  the  end  phalanges. 

The  bones  involved  earliest  in  hypertrophic 
osteoarthropathy  are  tibiae,  fibulae,  radii,  ulnae, 
femora,  humeri,  metacarpals  and  metatarsals  and 
later  phalanges  clavicles  and  pelvis  may  be  affect- 
ed. The  tarsals,  carpals,  vertebrae,  ribs  and  scap- 
ulae are  rarely  and  the  mandible  and  the  skull  al- 

Arizona  Medicine 


Original  Articles 


most  never  involved.  At  first  new  formed  perio- 
steal bone  is  seen  along  the  shafts  of  the  long 
hones.  Later  progressive  osteoporosis  of  the  can- 
cellous portion  and  thinning  of  the  cortex  of  the 
original  bone,  eventually  osteoporosis  of  the  new 
formed  periosteal  bone  may  also  be  seen.  Tree- 
trunk  layering  of  new  formed  periosteal  bone 
may  be  observed  by  x-ray  in  cases  of  exacerba- 
tion and  remission  of  the  underlying  disease. 

Pathology 

A.  The  pathological  study  and  in  particular 
the  histopathological  study  of  clubbed  fingers 
is  an  extremely  difficult  task,  inasmuch  as  it 
must  out  of  necessity  be  done  on  “dead  tissue. 
When  materials  for  studies  are  thus  obtained 
postmortem,  it  is  impossible  to  exclude  terminal 
and  postmortem  changes.  “Clubbing  may  dis- 
appear when  the  specimen  is  subjected  to  tech- 
nical processes.  Various  reports  are,  of  course, 
available  but  the  difficulties  encountered  must 
be  kept  in  mind  in  each  case. 

B.  Clubbing  is  characterized  by  increased  pro- 
liferation of  all  tissues  of  the  fingertips,  most 
apparent  in  the  fibrous  elastic  tissue  of  the  nail 
bed,  although  it  also  takes  place  in  the  fatty 
eonnective  tissue  of  the  balls  of  the  fingers. 
There  is  also  dilatation  and  increased  thickening 
of  the  walls  of  the  small  blood  vessels  of  the 
fingertip  as  well  as  new  formation  of  capillaries. 
There  is  an  increase  in  the  area  of  the  nail  and 
skin  corresponding  with  the  increase  in  volume 
of  the  underlying  tissue  and  increase  in  thick- 
ness of  epidermal  tissue  and  increase  in  thickness 
of  periosteum  and  ungual  process.  In  the  very 
advanced  cases  complete  resorption  of  the  bone 
may  take  place  but  no  histological  studies  are 
available. 

Pathogenesis  — Animal  Experiments 

It  is  interesting  to  note  that  clubbing  and/or 
hypertrophic  osteoarthropathy  have  been  re- 
ported to  occur  in  animals  as  a disease  entity, 
whether  primary  or  secondary  is  not  stated,  but 
the  fact  that  this  phenomenon  does  occur  in 
animals  opens  a channel  for  experimentation. 
Wissing  and  Weiss  state  that  clubbing  can  occur 
in  lions,  horses,  cows,  hens,  dogs,  particularly 
in  the  latter  species,  although  experimentation 
with  these  animals  has  not  been  quite  so  suc- 
cessful.Several  researchers  have  experiment- 
ally caused  pathological  conditions  of  the  lung 
in  animals  and  had  hoped  to  produce  clubbing 
but  none  of  the  experiments  produced  the  de- 


sired effect.  Mendlowitz  and  Leslie  anastomosed 
the  left  pulmonary  artery  to  the  left  auricular 
appendages  in  four  dogs,  one  of  these  four 
developed  hypertrophic  osteoarthropathy  while 
three  did  not."^  It  is  doubtful  that  such  a small 
series  and  then  only  one  positive  result  could  be 
considered  statistically  significant.  One  is  jus- 
tified in  saying,  I believe,  that  no  satisfactory 
animal  experiments  are  available  which  can 
prove  the  etiological  factors  of  this  disease. 

VII.  Pathogenesis  — Clinical  Physiology 

Most  methods  of  endeavor  presented  such 
technical  difficulties  that  they  had  to  be 
abandoned,  those  that  were  not  rejected  in  their 
infancy  became  so  cumbersome  and  awkward 
to  use  that  too  many  errors  were  introduced,  and 
thus  again  their  use  was  finally  discontinued.  A 
few  fairly  reliable  methods  of  investigations 
were  left  but  even  these  must  be  viewed  with 
extreme  caution. 

1.  Capillaroscopy  and  skin  temperature  meas- 
urements, although  at  first  very  promising,  had 
to  be  abandoned  due  to  technical  difficulties. 

2.  Plethysmography  and  calorimetry  appear 
to  coincide  in  general,  although  an  occasional 
difference  is  noted.  The  latter  mode  of  investi- 
gation revealed  that  the  blood  flow  per  square 
centimeter  of  fingertip  after  release  of  sympa- 
thetic tone,  was  found  to  be  abnormally  high 
in  symetrically  clubbed  fingers.  In  cases  of 
lung  abscesses  in  which  the  clubbing  receded 
at  operation,  the  blood  flow  receded  to  within 
normal  limits. 

3.  Arterial,  venous  and  capillary  blood  pres- 
sure measurements  are  now  generally  accepted 
to  be  within  normal  limits  in  uncomplicated 
clubbing.  (The  antecubital  vein  was  used  for 
the  venous  pressure  and  the  brachial  artery  for 
the  arterial  pressure. ) Early  measurements  done 
in  1927  by  Roncato^''  have  since  been  definitely 
proven  to  be  erroneous,  due  to  the  inadequate 
methods  of  measurements. 

4.  Brachial-digital  arterial  pressure  gradients 
in  symmetrical  clubbing  secondary  to  diseases 
of  the  heart,  lung  and  intestines  were  found  to 
be  less  than  normal.  This  was  especially  the  case 
after  the  release  of  sympathetic  tone. 

No  conclusions  are  drawn  here  from  the  above 
information,  they  are  only  presented  for  the  sake 
of  completeness. 

VIM.  Pathogenesis  — Theories 

The  fact  that  so  many  theories  with  regard 
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to  the  pathogenesis  of  this  condition  exist  points 
to  the  inevitable  conclusion  that  the  cause  is 
unknown. 

Trophic:  Laennec  and  many  of  his  contempor- 
aries held  a rather  simple  view  and  stated  that 
clubbing  was  merely  due  to  emaciation  which 
affected  the  proximal  more  than  the  distal 
phalanges. 

Circulatory:  This  theory,  probably  first  ad- 
vanced by  Pigeaux  in  1832  stressed  the  fact  that 
alterations  of  circulation  of  the  blood  were  re- 
sponsible for  clubbing.  Other  observers  have 
followed  this  trend  of  thinking  and  Wilson  in 
1952  bases  his  theory  on  the  work  of  Mendlowitz 
and  goes  on  to  state  that  the  demonstration  of  a 
reduction  of  the  circulation  to  the  fingers  which 
led  to  regression  of  the  clubbing  was  of  prime 
importance.  The  regression  of  clubbing  seen 
after  successful  treatment  of  the  underlying  in- 
trathoracic  disease  was  also  associated  with  a 
decrease  in  blood  flow.  In  spite  of  the  large 
blood  flow  clubbed  fingers  do  not  exhibit  more 
conspicuous  capillary  pulsation  than  normal 
fingers  at  ordinary  room  temperature  as  would 
be  expected  if  the  increased  blood  flow  was 
passing  through  dilated  arterioles  in  the  more 
superficial  parts  of  the  skin.  It  thus  seems  pos- 
sible that  the  excess  of  blood  passing  through 
the  fingertips  is  largely  directed  through  anasto- 
mosis. The  passage  of  blood  directly  into  the 
venous  plexus  may  be  responsible  for  the  pro- 
liferative changes  characteristic  of  clubbing. 
Mendlowitz,  as  already  stated  was  one  of  the 
chief  proponents  of  this  theory,  but  he  also 
apparently  lends  a sympathetic  ear  to  other- 
theories  most  of  which  are  stated  here,  and  he 
admits  freely  that  the  definite  answer  has  not 
yet  been  found. 

Toxic  Infections:  At  the  time  of  Marie  and 
Bamberger,  bacteriology  was  making  itself  felt 
with  much  vigor  and  the  advent  of  this  asser- 
tion caused  many  observers  to  look  for  the 
answer  of  clubbing  in  the  field  of  bacteriology. 
Koch  had  already  demonstrated  the  causative 
agent  of  tuberculosis  and  it  was  not  too  long 
before  the  tubercle  bacillus  was  incriminated 
as  the  etiological  factor  of  clubbing.  This  theory 
had  to  be  discarded  soon  because  many  cases 
of  clubbing  were  found  which  were  free  of  any 
acid  fast  bacilli.  A new,  still  toxic  theory  de- 
veloped, namely  that  circulating  toxins  acted 
on  susceptible  capillaries,  but  it  soon  became 


evident  that  this  theory  was  also  inadequate 
because  no  toxins  were  demonstrable  in  a large 
number  of  cases.  In  spite  of  the  inability  to 
demonstrate  toxins  the  toxic  theory  was  a slow 
one  to  be  abandoned  and  some  authors  made 
attempts  to  combine  a theory  of  toxic  mechanical 
stasis  which  was  caused  by  circulating  toxins  and 
due  to  this  stasis  hypertrophy  occurred,  but  lack 
of  toxins  and  capillaroscopic  studies  consistently 
failed  to  uphold  this  theory  and  consequently 
this  too  had  to  be  discarded. 

Anoxia:  Springthorpe  and  others  state  that 
clubbing  was  due  to  local  or  arterial  anoxemia. 
Campbell  et  al  came  out  much  later  with  a 
refined  theory,  but  it  was  still  one  that  was 
based  on  anoxia.  These  authors  postulated  that 
the  transferance  of  oxygen  from  the  blood  is 
dependent  upon  the  oxygen  tension  in  the  blood 
being  less  effective  where  the  circulation  is  slow 
as  it  is  in  the  hands  and  the  feet.  This  decrease 
in  oxygen  was  brought  about  by  faulty  aeration 
of  the  blood  which  passes  through  the  lungs, 
this  slowed  circulation  with  its  decreased  oxygen 
tension  causing  toxemia,  which  leads  to  edema, 
and  thus  increase  in  size  and  so  to  clubbing. 
What  causes  the  decreased  oxygenation  in  the 
lungs  is  not  stated,  however.  These  theories  soon 
broke  down  because  they  failed  to  explain 
hereditary  clubbing,  unilateral  clubbing  as  well 
as  the  fact  why  uncomplicated  methemoglobemia 
or  severe  anemia  did  not  produce  clubbing.  The 
theory  that  there  may  be  local  anoxia  does  fail 
to  explain  the  absence  of  clubbing  in  most  cases 
of  Raynaud’s  disease  or  other  diseases  of  peri- 
pheral arteries. 

Endocrine:  There  suddenly  occurred  a swing 
from  the  absence  of  something  to  the  presence 
of  something,  but  this  time  it  was  not  a toxic 
substance,  but  a hormonal  one.  The  opinions 
came  fast  and  were  manifold.  Fried  was  the 
first  to  suggest  that  a hormonal  imbalance  be- 
tween lungs  and  pituitary  might  result  in  hyper- 
trophic pulmonary  osteoarthropathy.  He  gives 
an  analysis  of  four  cases,  but  admits  the  de- 
ficiency of  the  study  because  of  its  small  num- 
ber. In  three  cases  of  carcinoma  of  the  lung. 
Fried  revealed  hyperplasia  of  the  eosinophilic 
cells  of  the  anterior  lobe  of  the  pituitary  and 
the  fourth  showed  hirsutism  at  death,  but  no 
autopsy  was  done.  He  further  goes  on  to  men- 
tion and  refers  to  Fort’s  work  as  to  the  possible 
extra  respiratory  function  of  the  lungs  as  having 
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a role  in  the  metabolism  of  lipids.®  By  the  same 
token  many  authors  have  credited  the  lung  per 
se  with  various  endocrine  functions.  Bloom 
points  out  an  interesting  observation  for  the 
defense  of  the  endocrine  approach  and  em- 
phasizes the  common  characteristics  of  three 
syndromes  which  may  be  confused  clinically, 
viz-acromegaly,  pachyperiostitis  of  Touraine  and 
Galle  and  hypertrophic  pulmonary  osteoarthro- 
pathy."® The  first  condition  is  of  definite  en- 
docrine origin,  the  second  very  often  considered 
of  endocrine  origin,  and  the  third  is  as  yet 
unknown. 

Miscellaneous:  No  classification  of  anything 
is  ever  complete  it  seems  without  the  melting 
pot  of  “miscellaneous.”  There  appears,  too,  a 
whole  waste-basket  full  of  theories  such  as  ab- 
sorption of  toxins  from  the  digestive  tract,  almost 
all  endocrine  glands  have  been  mentioned  at 
one  time  or  another,  the  nervous  system  has 
been  incriminated,  particularly  the  autonomic 
division,  dietary  deficiencies  have  been  men- 
tioned, and  many  other  obscure  and  what  ap- 
pear to  be  rather  far-fetched  theories  have  been 
advocated  at  one  time  or  another. 

Conclusion 

There  is  no  satisfactory  explanation  for  the 
findings  of  clubbed  fingers  and/or  hypertrophic 
pulmonary  osteoarthropathy.  The  questions  of 
pathogenesis  and  etiology  still  remain.  The 
answer  to  these  and  many  other  questions  are 
buried  in  the  research  of  the  future,  but  even  if 
clubbing  should  remain  the  enigma  etiologically 
that  it  is  today,  its  importance  should  be  better 
understood  and  its  diagnosis  more  logically  and 
confidently  made,  for  in  any  of  the  disease 
entities  previously  mentioned  it  may  be  one 
of  the  earliest  signs  and  therefore  a valuable 


adjunct  to  the  clinician,  who  in  many  cases 
is  successful  in  his  therapy  only  when  and  to 
the  extent  that,  a diagnosis  can  be  made  early 
and  in  the  incipience  of  a condition,  which  if 
allowed  to  proceed  further  would  perhaps  reach 
the  stage  of  either  inoperable  or  firm  resistance 
to  whatever  therapies  are  available. 
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DANGERS  OF  FDA  ADVERTISING  CONTROLS 

If  one  stops  to  think  about  it,  the  effect  of  government-muzzled  (drug)  adver- 
tising is  one  that  curtails  not  only  advertising,  but  also  independent  text  which 
it  monetarily  supports.  In  other  words,  it  tends  to  abolish  freedom  of  the  press. 
We  begin  to  wonder  if  this  had  been  one  of  the  diabolical  aims  of  the  Fedicare 
faction.  That  is,  not  so  much  to  protect  people  from  poisonous  potions  as  to 
strip  power  of  the  American  medical  professions;  not  so  much  to  bless  people  as 
to  boss  them.  — Editorial  in  Novtlicvn  Medical  Bulletin;  Septembei, 

1963. 
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Typhoid  Fever  and  Appendicitis: 

Report  of  Two  Cases  with 
Perforation  of  the  Appendix 

by 

Robert  C.  Foreman,  M.D. 

Typhoid  fever  and  its  complications  is  still  to  be  considered  in  the  differ 
II  ential  diagnosis  of  the  acute  abdomen.  Unless  it  is  kept  in  mind  the  surgeon 
II  may  be  misled,  and  instead  of  a successful  outcome  to  a relatively  easily 
li  managed  problem,  he  may  be  confronted  with  a surgical  catastrophe.  The 
II  author  in  the  case  is  to  be  congratulated  on  his  diagnostic  acumen  and  the 
?s  related  follow-up  studies  on  his  reported  cases. 


Robert  C.  Foreman,  M.D. 


IN  THE  DAYS  of  long  ago,  when  typhoid 
fever  was  common  and  the  diagnosis  of 
appendicitis  was  in  a formative  state,  it  was  not 
unusual  for  some  hapless  surgeon  to  remove 
a thickened  red  appendix  with  a feeling  of  tri- 
umph, which  feeling  paled  when  the  patient 
followed  with  a typical  course  of  typhoid  fever. 
The  only  reason  the  mistake  is  not  made  now 
is  that  typhoid  fever  has  become  all  but  extinct.” 
This  is  a statement  from  Arthur  Hertzler’s  sur- 
gical pathology  monographs  of  1936;®  unfortu- 
nately, it  is  not  typhoid  but  Dr.  Hertzler’s  de- 
lightful style  which  has  become  “all  but  extinct” 
and  the  surgeon  is  still  sometimes  hapless.  The 
recent  typhoid  outbreak  in  Switzerland  em- 
phasizes the  warning  of  Priestly  and  Judd  in  the 
most  recent  Christopher’s  Surgery:  “at  present 
effective  prophylactic  and  therapeutic  measures 
are  so  general  that  the  modern  surgeon  almost 
has  forgotten  typhoid  fe\er.  However,  with 
travel  made  increasingly  easy  throughout  the 
world,  he  would  do  well  to  keep  it  in  mind.”® 

Read  at  a meeting  of  the  Surgery  Section,  Medical  Staff  of  St. 
Joseph’s  Hospital,  Phoenix,  Arizona,  April  9,  1962. 

218  East  Stetson  Drive,  Scottsdale.  Arizona. 


Supplementing  this  caution,  here  are  reported 
two  cases  of  typhoid  with  perforation  of  the 
appendix. 

Typhoid  fever  is  an  acute  generalized  infection 
caused  by  Salmonella  typhosa.  Once  the  scourge 
of  medicine,  the  disease  has  been  reduced  to  a 
minimum  by  sanitary  measures  designed  to  elimi- 
nate contamination  of  drinking  water  by  human 
excreta.  A significant  fraction  of  convalescents 
retain  viable  organisms  in  their  stools  for  years; 
these  “carriers”  serve  as  an  ever-present  source 
of  infection,  so  that  outbreaks  may  occur  when- 
ever sanitation  is  relaxed.  A typieal  acute  attack 
is  characterized  by  fever,  malaise,  headache  and 
abdominal  pain.  Constipation  is  frequent;  diar- 
rhea is  rare.  Bronchitis,  with  a persistent  non- 
produetive  cough,  is  extremely  common,  often 
leading  to  the  erroneous  impression  of  a pri- 
mary pulmonary  infection.  Certain  well-known 
“typical  signs”  are  not  at  all  constant,  and  tlie  ob- 
server should  not  be  misled  by  their  absence: 
bradycardia  is  often  absent,  “rose  spots”  usually 
are  absent,  and  leukopenia  is  not  well  developed 
until  the  third  week  of  the  disease.  Diagnosis 
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is  usually  made  by  laboratory  tests:  culture  of 
the  typhoid  bacillus  from  blood  or  feces  or  by 
a positive  Widal  reaction.  Blood  cultures  from 
an  untreated  patient  are  almost  always  positive 
in  the  first  week  of  the  disease,  but  not  often 
afterward.  The  widal  reaction  becomes  positive 
in  the  second  week,  stool  cultures  in  the  third 
week.  Treatment  consists  of  isolation,  support 
and  administration  of  the  drug  of  choice,  chlor- 
amphenicol. On  one  gram  of  chloramphenicol 
per  day  a moderately  ill  patient  will  usually 
remain  toxic  for  two  to  four  days  and  then 
rather  abruptly  get  better.  The  prognosis  for 
recovery  is  excellent  unless  the  patient  is  ex- 
tremely ill  when  treatment  is  begun  or  unless 
a complication  ensues. 

The  organism  enters  the  body  through  the 
gastrointestinal  tract,  invading  the  blood 
stream  by  way  of  the  lymphatic  channels  of  the 
ileum,  with  consequent  hyperplasia  and  ulcera- 
tion of  Peyer’s  patches.  Foot  states:  “the  micro- 
scopic appearance  of  the  lesion  is  striking  and 
more  or  less  unique.  There  is  an  enormous  in- 
crease in  the  number  of  reticulo-endothelial  cells 
of  the  Peyer’s  patches  until  they  completely  ob- 
scure the  histology  of  the  lymphoid  tissue.  At 
the  same  time  they  phagocytose  large  numbers 
of  lymphocytes.  . . . This  results  in  mass  necrosis 
of  the  patch  and  ulceration.”^  Boyd®  and  Andre- 
sen^  point  out  that  the  lymphoid  tissue  of  the 
appendix  may  show  the  same  involvement. 

It  is  this  necrosis  of  the  lymphoid  tissue  of 
terminal  ileum,  cecum  and  appendix  which 
results  in  the  most  common  and  most  serious 
complications  of  typhoid  fever:  hemorrhage  and 
perforation.  It  has  been  estimated  that  intestinal 
perforation  occurs  in  one  to  two  percent  of  all 
cases  and  that  one-fourth  to  one-third  of  these 
end  fatally.^  The  treatment  of  perforation  is,  of 
course,  immediate  surgery,  sometimes  in  a very 
ill  patient.  Here  follow  two  case  reports. 

Case  1.  D.C.S.  This  20-year-old  migrant  agri- 
cultural laborer  entered  the  United  States  from 
Mexico  on  4-27-59.  About  15  days  later  he 
noticed  the  onset  of  vague  intermittent  abdom- 
inal pains.  On  5-26-59  the  pain  was  more  severe 
and  had  become  localized  in  the  epigastrium.  He 
was  anorexic  and  constipated  but  took  no  laxa- 
tive. The  next  day  he  vomited  three  times;  the 
pain  was  worse  and  by  evening  had  shifted  to 
the  right  lower  abdomen;  at  this  time  he  was 
admitted  to  Memorial  Hospital,  Phoenix.  The 
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patient  did  not  appear  very  ill.  Temperature  was 
98.0  with  pulse  rate  100.  The  abdomen  was  flat 
with  quiet  bowel  sounds;  there  was  moderate 
spasm  and  direct  and  rebound  tenderness  local- 
ized at  McBurney’s  point.  Routine  laboratory 
studies  were  negative  except  for  WBC  16,200 
with  90f  polys.  On  the  evening  of  admission 
the  patient  was  taken  to  surgery  with  the  diag- 
nosis of  acute  appendicitis.  A McBurney  in- 
cision was  made.  The  lower  peritoneal  cavity 
contained  several  ounces  of  thick  greenish-gray 
pus;  the  quantity  was  surprising  in  view  of  the 
apparent  absence  of  toxicity.  The  appendix  was 
gangrenous  throughout,  with  a perforation  1.0 
centimeter  in  diameter  near  the  base.  Inflamma- 
tion and  edema  extended  onto  the  cecum  for 
several  centimeters.  An  appendectomy  was  done, 
after  which  a drain  was  placed  near  the  ap- 
pendiceal stump  and  brought  out  at  the  lateral 
pole  of  the  incision.  The  pathologic  diagnosis 
of  the  surgical  specimen  was  “acute  gangrenous 
appendicitis  with  perforation.”  Culture  of  the 
pus  grew  E.  coli  and  Proteus  vulgaris. 

Post-operatively  the  patient  was  put  on  a 
routine  peritonitis  regime  with  nothing  by 
mouth,  naso-gastric  suction,  intravenous  fluids 
containing  tetracycline,  and  intramuscular  peni- 
cillin and  streptomycin.  For  two  days  the  tem- 
perature remained  near  100.0;  the  abdomen  was 
flat,  soft  and  quiet.  On  the  third  day  the  tem- 
perature rose  to  102.0  degrees  and  the  patient 
passed  two  large  liquid  stools.  A Widal  aggluti- 
nation test  was  done:  the  typhoid  “O”  aggluti- 
nation was  positive  1:160,  typhoid  “H”  was  nega- 
tive, and  Proteus  OX-19  was  positive  1:80.  Para- 
typhoid “A”  and  “B”  were  negative.  The  tetra- 
cycline, penicillin  and  streptomycin  were  dis- 
continued, the  patient  was  isolated,  and  chloram- 
phenicol was  begun,  one  gram  intravenously  and 
one  gram  orally  per  day.  The  next  day  the  tem- 
perature fell  to  99.2  and  remained  under  99.0 
thereafter.  The  diarrhea  diminished  gradually 
and  ceased  on  the  seventh  post-operative  day. 
Oral  intake  remained  poor  until  the  seventh 
day.  Intravenous  chloramphenicol  was  carried 
on  through  the  sixth  day.  Several  stool  cultures 
were  negative  for  S.  typhosa.  On  the  se\enth 
day  the  typhoid  “O”  agglutination  was  posi- 
tive 1:160,  Proteus  OX-19  positive  1:40,  and 
typhoid  “H”  and  paratyphoid  “A”  and  “B”  ^^'ere 
negative.  The  oral  chloramphenicol  was  discon- 
tinued on  the  tenth  day.  Stool  cultures  were 
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again  negative  on  the  ninth,  fourteenth  and 
sixteenth  days.  The  patient  was  dismissed  from 
the  hospital  in  good  condition  on  the  seventeenth 
day. 

Case  2.  D.A.C.  This  36-year-old  migrant  agri- 
cultural laborer  entered  the  United  States  from 
Mexico  on  10-29-59.  About  six  days  later  he 
noticed  the  onset  of  vague  abdominal  pain, 
anorexia  and  constipation,  but  did  not  require 
medical  attention.  On  11-18-59  the  pain  and 
anorexia  became  worse.  The  pain  shifted  to  the 
right  lower  abdomen  the  next  day  and  the  pa- 
tient was  admitted  to  Memorial  Hospital,  Phoe- 
nix. Examination  showed  only  mild  distress.  The 
tempeiature  was  99.0  and  the  pulse  rate  86, 
with  the  abdomen  generally  flat,  soft  and  quiet. 
There  was  moderate  spasm  and  direct  and  re- 
bound tenderness  at  McBurney’s  point.  The 
white  blood  cell  count  was  13,400  with  67%  polys. 
On  the  day  of  admission  the  patient  was  taken 
to  surgery  with  the  diagnosis  of  acute  appendi- 
citis. A McBurney  incision  was  made.  The  peri- 
toneal cavity  contained  a small  amount  of  cloudy 
light  brown  fluid.  The  omentum  was  fixed  in 
the  right  lower  abdomen  and  had  wrapped 
around  the  tip  of  the  appendix,  which  lay 
postero-lateral  to  the  cecum.  There  was  a perfo- 
ration in  the  tip  of  the  appendix,  with  the  for- 
mation in  the  omentum  of  a well-defined  abscess 
cavity  containing  gray-green  pus.  The  cecum 
and  ileum  were  grossly  normal.  The  appendix 
and  the  portion  of  omentum  containing  the  ab- 
scess were  resected.  A peritoneal  drain  was 
brought  out  at  the  lateral  pole  of  the  incision. 
The  pathologic  diagnosis  of  the  specimen  was 
“severe  acute  and  chronic  appendicitis  and  peri- 
appendicitis, with  abscess  formation.”  Culture  of 
the  pus  grew  out  E.  coli. 

The  patient  was  put  on  the  usual  post-appen- 
dectomy routine  supplemented  by  intramuscular 
penicillin  and  streptomycin.  His  temperature  rose 
to  101  degrees  on  the  first  post-operative  day 
and  to  102  degrees  on  the  second  day.  At  this 
time  a Widal  test  was  done;  typhoid  “O”  ag- 
glutination was  positive  1:80,  with  typhoid  “H,” 
Proteus  OX-19,  and  paratyphoid  “A”  and  “B” 
all  negative.  The  patient  was  isolated  and  was 


started  on  chloramphenicol  one  gram  per  day 
orally.  Two  days  later  he  was  better  clinically, 
with  temperature  down  to  100  degrees;  on  this 
day  the  typhoid  “O”  agglutination  was  positive 
1:160.  The  peritoneal  drain  was  gradually 
shortened  and  was  removed  on  the  sixth  day, 
by  which  time  the  temperature  was  normal. 
Purulent  drainage,  negative  for  S.  typhosa  on 
culture,  continued  but  eventually  stopped  on  the 
nineteenth  day.  Stool  cultures  were  negative  on 
the  third,  eighth,  twenty-second,  twenty-fourth 
and  twenty-sixth  post-operative  days.  The  pa- 
tient was  dismissed  from  the  hospital  in  good 
condition  on  the  twenty-seventh  day. 

Conclusion.  These  case  reports  appear  to 
suggest  that: 

(1)  A reservoir  of  typhoid  fever  exists  and  the 
disease  may  appear  at  any  time,  especially  under 
circumstances  of  poor  sanitation; 

(2)  Typhoid  fever  can  be  complicated  by  ap- 
pendiceal perforation,  in  which  case  treatment 
should  consist  of  early  appendectomy,  drainage 
of  the  area,  isolation  of  the  patient,  and  routine 
peritonitis  management  supplemented  by  the 
administration  of  chloramphenicol;  and 

(3)  The  diagnosis  of  typhoid  fever  might  be 
entertained  when  a patient  who  has  been  ex- 
posed to  poor  sanitation  appears  to  have  more 
or  less  typical  acute  appendicitis  but  with  pro- 
dromal symptoms  for  a week  or  two  before. 
These  symptoms  might  consist  of  cough,  consti- 
pation, anorexia,  headache,  fever,  or  mild,  vague, 
intermittent  abdominal  pain  which  has  rather 
abruptly  become  more  severe  and  localized  to 
the  right  lower  quadrant.  The  experience  re- 
ported here  confirms  Dr.  Hertzler’s  observation 
that  the  surgeon  is  most  apt  to  consider  the 
diagnosis  of  typhoid  fever  if  his  patient  is  not 
doing  well  post-operatively. 
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for  relaxing  stress-induced 
smooth  muscle  spasm 
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is  almost  invariably  a presenting 
symptom  in  cases  of  skeletal  muscle 


In  some  instances,  the  pain  subsides  on  relaxation  of  the  muscles  in  spasm.  In  others, 
relaxant  therapy  alone  fails  to  give  adequate  relief,  and  supplementary 
analgesia  (and  possibly  sedation)  are  indispensable,  as  in  cases  of: 


provocative  pain,  when  muscle  spasm  is  triggered  by  some  painful 
underlying  musculoskeletal  defect. 

residual  pain,  when  relaxation  of  severe  spasticity  leaves  a degree 
of  myalgia  that  tends  to  reinvoke  spasm. 


severe  pain,  when  the  degree  of  pain  is  such  as  to  cause  persistence 
of  symptoms  in  spite  of  relaxant  therapy. 

emotionally  aggravated  pain,  when  anxiety  or  agitation  creates  tension 

that  thwarts  the  efficacy  of  both  relaxant  and  analgesic  medication. 

In  such  cases,  Robaxisal  and  Robaxisal-PH  have  proven  highly  effective  in  assuring  decisive 
and  comprehensive  relief.  The  Robaxisal  formula— of  Robaxin  (methocarbamol), 
the  potent  muscle  relaxant,  together  with  aspirin,  the  time-tested  and  proved  analgesic- 
produces  higher  plasma  salicylate  levels  than  equivalent  doses  of  aspirin  alone,  and  serves 
effectively  to  control  both  spasm  and  pain.  Robaxisal-PH’s  combination  of 
Robaxin  (methocarbamol)  with  the  analgesic-sedative  ingredients  of  the  Phenaphen 
formula— including  phenobarbital— helps  additionally  to  ease  apprehension. 


ROBAXISAE 

Each  pink-and-white  laminated  Tablet  contains: 

Robaxin  (methocarbamol,  Robins) 400  mg.  Aspirin  (5  gr.).... 

U.S.  Pat.  No.  2770649 

ROBAXISAE-PH 

Each  green-and-white  laminated  Tablet  contains: 

Robaxin  400  mg.  Phenacetin  (\Vz  gr.)....97  mg.  Hyoscyamine  sulfate  0.016  mg. 

(methocarbamol,  Robins)  Aspirin  (VA  gr.) 81  mg.  Phenobarbital  (Vs  gr,)...  8.1  mg. 

(Warning:  May  be  habit  forming) 


mef. 


“PAIN  & SPASM” 


- a two-headed  dragon ! 


Robaxisal  and  Robaxisal-PH  are  indicated  in 
strains  and  sprains,  painful  disorders  of  the  back, 
“whiplash”  injury,  myositis,  pain  and  spasm  asso- 
ciated with  arthritis,  torticollis,  and  headache  asso- 
ciated with  muscular  tension. 

Side  effects  such  as  lightheadedness,  slight  drowsi- 
ness, dizziness  and  nausea  may  occur  rarely  in 


patients  with  intolerance  to  drugs,  but  they  usually 
disappear  on  reduction  of  dosage. 

Contraindicaled  for  patients  hypersensitive  to  any 
component  of  the  formulations.  There  are  no  spe- 
cific contraindications  to  methocarbamol,  and  un- 
toward reactions  are  not  to  be  expected. 


A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Virginia 


The  discharged 
mental  patient . . . 
and  Thorazine^ 

brand  of  chlorpromazine 

“The  average  practitioner  is  quite  capable  of  handling  the  vast  majority  of  ex-institu- 
tionalized patients  by  regulation  of  medication,  reassurance,  maiiipulation  of  the  en- 
vironment where  necessary,  and  . . . other  technics.’’  KUne,  N.S.:  Postgrad.  Med.  2r:620  (May)  i960. 

patient.  On  the  contrary,  there  is  much  less  risk 
of  serious  side  effects  once  a patient  has  become 
gradually  accustomed  to  Thorazine  (chlorproma- 
zine, SK&p)— re^ard(ess  of  dosage — over  a period  of 
a few  months.  Continuing  therapy  is  almost 
always  well  tolerated,  and  is  essential  to  most 
patients’  continued  well-being. 

Brief  Summary:  Thorazine  (chlorpromazine,  sk&f)  has  been 
successfully  used  for  10  years  in  the  treatment  of  mental  and 
emotional  disturbances,  and  has  proven  highly  effective  in 
the  maintenance  therapy  of  former  hospitalized  mental  pa- 
tients. Principal  side  effects:  The  most  frequently  encountered 
side  effect  is  transitory  drowsiness.  Other  occasional  side 
effects  include:  dry  mouth,  nasal  congestion,  constipation, 
miosis,  dermatological  reactions,  photosensitivity,  jaundice, 
hypotension,  increased  appetite  and  weight;  very  rarely, 
mydriasis,  agranulocytosis,  extrapyramidal  symptoms. 
Contraindications:  Comatose  states  or  in  the  presence  of 
excessive  amounts  of  C.N.S.  depressants. 

For  complete  prescribing  information,  please  see  PDR  or 
available  literature. 

Smith  Kline  & French  Laboratories 


The  family  physician  must  often  assume  respon- 
sibility for  the  discharged  mental  patient.  Thora- 
zine (chlorpromazine,  SK&F)  can  be  a valuable 
adjunct  to  the  continuing  care  of  this  patient, 
because  it  helps  prevent  relapses  by  insulating 
him  from  the  impact  of  stressful  experiences. 
For  successful  rehabilitation  and  prevention  of 
rehospitalization,  however,  the  former  mental 
patient— and  often  his  family— also  needs  the 
guidance  and  counsel  of  his  physician. 

Many  physicians  are  surprised  by  the  high  doses 
of  Thorazine  (chlorpromazine,  sk&f)  used  in  pa- 
tients released  to  their  care  from  mental  hospitals. 
This  surprise  may  be  expressed  by  a drastic  re- 
duction in  dosage  “to  play  it  safe’’— with  serious 
consequences  for  the  patient. 

The  successful  maintenance  of  former  mental  pa- 
tients requires  adequate,  often  “high’’  dosage,  and 
often  for  prolonged  periods  of  time.  Fortunately, 
these  dosages  do  not  mean  greater  risks  for  the 
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In  Sprains,  Strains  and  Muscle  Spasm,  *^Soma’  Compound 

numbs  the  pain...not  the  patient 


A potent  analgesic  and 
a superior  muscle  relaxant 

1.  A sprain  or  fracture  is  not  a big  clinical  problem— 
but  it  does  hurt.  And  if  there  is  housework  to  do  and 
kids  to  mind,  the  patient  needs  something  to  numb 
the  pain. 

2. A.P.C.  compounds  have  limited  usefulness;  and 
the  patient  can  buy  them  without  your  prescription. 
Unfortunately,  most  of  them  are  too  mild  to  be  effec- 
tive for  sprains— and  more  potent  products  too  often 
make  the  patient  feel  ‘dopey’. 

3.  ‘Soma’  Compound  is  ideal  in  these  cases.  Since  it 
contains  both ‘Soma’ (carisoprodol)  and  acetophenet- 
idin  it  is  both  a potent  analgesic  and  a superior  mus- 
cle relaxant;  it  also  contains  caffeine  to  offset  any 
drowsiness  (“numbs  the  pain . . . not  the  patient”). 


4.  Why  not  try  ‘Soma’  Compound?  Dosage  is  1 or  2 
tablets  q.i.d.  For  more  severe  pain,  try  ‘Soma’  Com- 
pound-!- Codeine.  Dosage:  1 or  2 tablets  q.i.d. 

5.  Hypersensitivity  to  carisoprodol  may  occur  rarely. 
Codeine  may  produce  addiction,  nausea,  vomiting, 
constipation  or  miosis. 


carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg. 

Soma^Compound+Codeine  j 

carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg., 
codeine  phosphate  16  mg.  (Warning -may  be  habit  forming.) 

©©WALLACE  LABOR<\TORIESy' Cronfcury,  N.J. 


CSO-9193 


PRO-BANTHINE 


OP  propantheline  bromide 


For  Ten  Years... 
the  Standard  Anticholinergic 

]\4any  studies  by  many  investigators  over  many 
years  have  established  Pro-Banthme  (propantheline 
bromide)  as  the  standard  anticholinergic  in  the  man- 
agement of  peptic  ulcer  and  other  gastrointestinal 
disorders. 

It  Is  Effective— Hundreds  of  comparative  laboratory 
and  clinical  trials  and  innumerable  gratified  patients 
have  made  Pro-Banthine  (propantheline  bromide) 
the  most  widely-prescribed  medication  in  its  class. 
It  Is  Selective  — Its  major  effect  is  on  the  gastrointes- 
tinal and  urogenital  tracts.  Secondary  activity  when 
noticeable  seldom  passes  the  point  of  temporary 
annoyance. 

It  Is  Dependable  — Moderate  doses  reduce  gastric 
secretion  and  acidity  and  diminish  gastrointestinal 
hypermotility.  The  usual  dosage  may  be  safely 


doubled  or  tripled  to  suppress  symptoms  in  patients 
with  severe  or  refractory  conditions. 

These  qualities  have  won  such  wide  recognition 
in  standard  texts  on  pharmacology  and  therapeutics 
that  to  prescribe  Pro-Banthine  (propantheline  bro- 
mide) is  truly  to  prescribe  “by  the  book.” 

The  usual  adult  dosage  is  one  tablet  of  15  mg. 
with  meals  and  two  at  bedtime. 

Side  Effects  And  Cautions— Urinary  hesitancy,  xer- 
ostomia, mydriasis  and,  theoretically,  a curare-like 
action  may  occur  with  Pro-Banthine  (propantheline 
bromide).  It  is  contraindicated  in  patients  with  glau- 
coma or  severe  cardiac  disease. 

Pro-Banthine  (propantheline  bromide)  is  supplied 
as  tablets  of  15  mg.  and,  for  parenteral  use,  as 
serum-type  ampuls  of  30  mg. 

e.  D.  S EARLE  & co. 

CHICAGO,  ILLINOIS  60680 

Research  in  the  Service  of  Medicine 
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Because  it  is  more  resistant  to  disintegration,  has  a lower  renal  clearance  rate  than  earlier 
tetracyclines'  ...a  favorable  depot  effect  resulting  from  protein  binding  and  greater  mg. 
potency .. .all  giving  higher,  sustained  in  vivo  activity  which  continues  long  after  the 
last  dose.  ^ 

DECLOMYCIN 

DEMETHYLCHLORTETRACYCUNE  HCl 

Effective  in  a wide  range  of  everyday  infections  — respiratory,  urinary  tract  and  others  — in  the  young  and  aged— the 
acutely  or  chronically  ill— when  the  offending  organisms  are  tetracycline-sensitive. 

Side  Effects  typical  of  tetracyclines  which  may  occur:  glossitis,  stomatitis,  proctitis,  nausea,  diarrhea,  vaginitis,  derma- 
titis, overgrowth  of  nonsusceptible  organisms.  Also:  photodynamic  reaction  (making  avoidance  of  direct  sunlight  advis- 
able) and,  very  rarely,  anaphylactoid  reaction.  Reduce  dosage  in  impaired  renal  function.  The  possibility  of  tooth 
discoloration  during  development  should  be  considered  in  administering  any  tetracycline  in  the  last  trimester  of  preg- 
nancy, in  the  neonatal  period,  and  in  early  childhood.  Capsules,  150  mg.  and  75  mg.  of  demethylchlortetracycline  HCl. 
Average  Adult  Daily  Dosage:  150  mg.  q.i.d.  or  300  mg.  b.i.d.  1.  Kunin,  C.  M.;  Dornbush,  A.  C.,  and  Finland,  M.:  Distribu- 
tion and  Excretion  of  Four  Tetracycline  Analogues  in  Normal  Young  Men.  J.  Clin.  Invest.  38:1950  (Nov.)  1959. 


LEDERLE  LABORATORIES 


A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 

7517.3 


February,  1964 
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When  you 
prescribe  for 


nasal  remember 

congestion...  ‘Empirin’ 

Compound 
to  relieve 
common  cold 
discomfort 


Also:  ‘Empirin’®  Compound  with  Codeine  Phosphate* 
gr.  Vs  -No.  1/gr.  lA  -No.  2/gr.  Vi  -No.  3/gr.  1 -No.  4 
*Warning-may  be  habit  forming  * 
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Doctor... 

there  is  a difference  in  life  insurance! 
Read,  compare  and  see  for  yourself! 

Notice  that  no  two  companies  charge  the 
same  rate,  yet  they  all  pay  the  same  amount. 


HBA  LIFE  INSURANCE  COSTS  LESS. 


COMPARISON  CHART  OF  PREMIUMS  FOR  SINGLE  PREMIUM  WHOLE  LIFE  INSURANCE 

Hyx.  AGE  OF 
V?  INSURED 
(NEAREST 
"-^BIRTHDAY) 

SINGLE 

PREMIUM: 

$25,000 

POLICY 

SINGLE 

PREMIUM:  j 

$50,000  1 

POLICY  ! 

iSfciiliiliSSiiiiii 

SINGLE 

PREMIUM: 

$100,000 

POLICY 

HBA 

50 

$10,171.25 

14,029.75 

$20,312.50 

28,029.50 

$40,595.00 

56,029.00 

Company  “N” 
Company  “M” 
Company  “NY” 
Company  “E” 

35 

50 

$14,763.50 

$18,502.50 

$29,527.00 

$37,005.00 

$59,054.00 

$74,010.00 

35 

50 

$14,198.50 

$17,788.25 

$28,397.00 

$35,576.50 

$56,794.00 

$71,153.00 

35 

50 

$13,730.75 

$17,466.75 

$27,461.50 

$34,933.50 

$54,923.66 

$69,867.00 

35 

50 

$13,507.00 

$17,482.25 

$27,014.00 

$34,964.50 

' $54,028.00 

1 $69,929.00 

A single  premium  polic}^  is  one  paid  for  in  a lump  sum.  ONLY  the  HBA  Single  Premium 
Policy  has  a cash  and  loan  value  and  a cash  surrender  value  which  is  equal  to  the  amount 
of  the  premium  at  the  end  of  the  first  year.  For  example,  if  you  surrender  your  policy 
after  the  first  year,  YOU  LOSE  NOTHING  . . . you  get  back  as  much  as  you  paid  in. 

Yes,  Doctor,  there  IS  a difference  in  life  insurance.  ' 

If  you  would  like  a complete  listing  of  compara- 
tive life  insurance  single  premium  rates  contact 
your  nearest  HBA  Life  Insurance  Company  office. 


PEOPLE  EXPECT  MORE  FROM 


AND  THEY  GET  IT  TOO! 


HOME  OFFICE:  FIRST  ST.  AT  WILLETTA  • PHOENIX,  ARIZONA 


February,  1964 
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for  fast  and  long-lasting  cough  control 


Each  teaspoonful  (5  cc.)  contains: 

Hycodan® 

Hydrocodone  bitartrate  . . 5 mg.  ) 

(Warning:  May  be  habit-forming)  > / 6.5  mg. 

Homatropine  methylbromide  1.5  mg. ) 

Pyrilamine  maleate  12.5  mg. 

Phenylephrine  hydrochloride  ....  10  mg. 

Ammonium  chloride 60  mg. 

Sodium  citrate 85  mg. 


in  a highly  palatable,  cherry-flavored  vehicle 
(methylparaben  0.13%  and  propylparaben  0.02% 
as  preservatives) 

INDICATIONS:  For  both  productive  and  nonpro- 
ductive cough.  For  relief  of  symptoms  in  trache- 
itis, bronchitis,  pneumonia,  pharyngitis,  bronchial 
asthma,  pertussis,  and  allied  conditions;  cough 


associated  with  allergy;  in  general,  whenever 
cough  medication  is  indicated. 

DOSAGE:  Average  adult  dose— 1 teaspoonful  after 
meals  and  at  bedtime  with  food.  Children  6 to  12 
years,  Vz  teaspoonful;  3 to  6 years,  Vn  teaspoon- 
ful; 1 to  3 years,  10,  drops;  6 months  to  1 year, 
5 drops;  after  meals  and  at  bedtime.  On  oral 
Rx  where  state  laws  permit.  U.S.  Pat.  2,630,400. 

CAUTION:  Should  be  used  with  caution  in  patients 
with  known  idiosyncrasies  to  phenylephrine  HCI 
and  in  patients  with  moderate  or  severe  hyper- 
tension, hyperthyroidism  or  advanced  arterio- 
sclerosis. In  these  patients  use  should  not  ex- 
ceed three  days.  Hycomine  Syrup  is  generally  well 
tolerated  but  in  some  patients  drowsiness,  dizzi- 
ness or  nausea  may  occur.  May  be  habit-forming. 


Literature  on  request 

ENDO  LABORATORIES  Richmond  Hill  18,  New  York 


OUR  state  associa- 
tion has  been  very 
actively  interested  in 
the  problems  of  a 
medical  college  in  the 
state  of  Arizona.  Our 
Medical  School  Com- 
mittee functioned  for 
many  years  studying 
the  problem.  How- 
ever, since  1958,  the 
tempo  has  greatly  in- 
creased. The  House 
of  Delegates  on  May 
3,  1958,  passed  a re- 
solution approving  the  establishment  of  a state 
supported  medical  college  in  Arizona.  The  sig- 
nificant symposium,  entitled  Medical  Education 
for  Arizona,  was  presented  by  ten  outstanding 
medical  educators  at  the  68th  meeting  of  the 
Arizona  Medical  Association  in  Chandler,  in 
1959.  Then  came  the  basic  document  on  all  as- 
pects of  the  problem  of  medical  education  in 
Arizona,  entitled.  The  Arizona  Medical  School 
Study,  which  was  reported  to  the  Board  of  Re- 
gents and  established  the  medical  college  at  the 
University  of  Arizona  in  Tucson.  In  September, 
1983,  Dr.  Richard  A.  Harvill,  President  of  the 
University  of  Arizona  announced  the  selection  of 
Dr.  Merlin  K.  DuVal  as  Dean  of  the  new  Medi- 
cal College.  He  comes  to  us  with  outstanding 
qualifications,  necessary  to  leadership  in  the  de- 
velopment of  the  Medical  College. 

Higher  education  has  developed  slowly  in  Ari- 
zona. From  the  time  the  first  European  crossed 
into  what  is  Arizona  in  1539,  and  the  creation 
of  the  University  of  Arizona  in  1885,  some  346 
years  had  elapsed.  It  has  taken  77  years  to  create 
a Medical  College.  We  are  somewhat  slow,  but 
thorough  in  what  we  do.  We  will  continue  our 
growing  up  process  and  begin  to  educate  our 
own  doctors.  We  will  not  depend  wholly  on  our 
sister  states  to  do  the  job. 

The  University  Hospital  will  funetion  in  un- 
dergraduate and  graduate  medical  training  for 
medical  students,  interns  and  residents  and  con- 
tinuing medical  education. 

ERTAINLY  an  outstanding  Medical  Center 
will  develop  for  the  whole  state  of  Arizona. 
A must  is  an  outstanding  medical  library.  There 
are  at  present,  a College  of  Pharmacy,  College 
of  Nursing  and  a School  to  train  medical  tech- 
nicians. Needed  in  the  future  will  be  a Dental 


President's  Page 

College  and  Veterinary  College. 

The  general  level  of  medical  care  will  be  ele- 
vated. Many  new  doctors  of  professorial  rank, 
specialists  in  their  respective  fields  will  find  their 
way  to  Arizona.  More  programs  of  continuing 
graduate  medical  education  will  develop  to  help 
to  bring  higher  standards  of  medical  care. 

The  addition  of  a Medical  College  to  the  Uni- 
versity will  help  in  our  cultural  relationship 
with  the  western  part  of  Mexico.  Here  already 
a great  deal  of  cultural  cooperation  exists.  Cer- 
tainly this  will  broaden  the  sphere  of  partner- 
ship between  Arizona  and  its  good  friend  to  the 
south.  This  represents  active  participation  in  a 
good  sound  neighbor  policy. 

The  impact  of  a Medical  College  will  bring 
problems  to  be  solved  and  readjustments  to  be 
made  in  the  general  medical  practice.  This  should 
be  foreseen  and  realized  as  it  has  happened  in 
other  areas  with  the  development  of  a Medical 
College. 

Yet  the  benefit  to  be  derived  from  a Medical 
College  will  help  the  whole  state  of  Arizona. 
The  project  needs  your  complete  support. 

This  letter  would  not  be  complete  without 
calling  your  attention  to  our  very  important 
National  and  Local  Legislative  programs.  Fur- 
ther House  Ways  and  Means  Committee  Hear- 
ings on  HR  3920,  the  King-Anderson  Bill,  were 
set  (at  the  time  of  writing  this  letter)  for  the 
end  of  January.  Inasmuch  as  the  supporters  of 
this  bill  will  make  a supreme  eleetion  year  effort 
to  secure  its  passage,  we  must  make  our  great- 
est effort  to  arouse  and  mobilize  public  opinion 
against  this  unjustified  legislation.  I hope  all  our 
Operation  Hometown,  all  the  doctors,  their  wives 
and  friends  will  make  a new  effort  to  defeat 
this  measure. 

The  26th  Arizona  Legislature  convened  on 
January  13  in  second  regular  session.  A number 
of  bills  of  utmost  importance  to  organized  medi- 
cine will  be  introduced.  The  Medical  Practice 
Act,  An  amendment  to  the  Basic  Science  Law, 
A Kerr  Mills  Bill  and  a Cood  Samaritan  Bill. 

Information  has  been  supplied  regarding  these 
Bills  in  previous  issues  of  this  Journal,  also  list- 
ed in  the  December,  1963  issue,  pages  22A  and 
23A  will  be  found  members  of  our  26th  Legisla- 
ture. It  is  hoped  that  the  doctors  of  the  state 
will  work  through  their  Senators  and  Repre- 
sentatives to  do  everything  possible  to  secure 
passage  of  these  measures. 

WILLIAM  B.  STEEN,  M.D.,  President 


February,  1964 
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A Valuable  Contribution  To  Medical  Literature 


A DEFINITIVE  STUDY 
ON  DOUCHING 


Vaginal 

Observations  on  Some 

p Pentecost,  M-D- 

f rvnecology 
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A SEARCH  OF  MEDICAL  LITERA- 
TURE REVEALS  NO  COMPARABLE 
OBJECTIVE  EVALUATION  OF  THE 
SUBJECT. 


The  authors  state  at  the  outset, 

"Each  physician  has  his  own  idea  of 
the  value  or  harm  of  the  vaginal  douche 
and  many  have  expressed  such  ideas 
in  writing.  Such  opinions  have  been 
arrived  at  without  any  intensive  inves- 
tigation or  observation  of  subjects  using 
douches  as  compared  to  those  not  using 
them.  The  purpose  of  this  study  is  to 
report  our  observations  on  three  groups 
of  patients,  one  taking  no  douches,  a 
second  douching  with  a medicated 
solution*  and  a third  douching  with 
plain  water. ”1 

1.  West.  J.  Surg.,  Obsts.  & Gynec.:  71:122-121,  1963 


*The  medicinal  powder  used  in  this  study  was  META 
CINE®,  a scientifically  formulated  preparation  con- 
taining; papain,  lactose,  citric  acid,  methyl  salicylate, 
eucalyptol,  menthol  and  chlorothymol. 


OBSERVATIONS  BASED  ON 
EXTENSIVE  AND  THOROUGH 
EXAMINATION  SCHEDULE. 

"One  hundred  patients  were  selected 
at  random,  regardless  of  their  chief 
complaint,  from  the  general  population 
attending  the  Out-Patient  Gynecology 
Clinic  of  The  Johns  Hopkins  Hospital. 
Those  selected  were  reexamined  at  1,  3, 
6, 9 and  12  months  after  the  initial  visit." 
"At  intervals  patients  were  switched  to 
the  regimen  of  another  group  so  that 
comparison  of  the  effect  of  douching 
or  not  douching  might  be  made  in  the 
same  individual.” 

Three  years  were  required  to  complete 
the  study. 

An  evaluation  of  the  objective  findings 
of  the  study  demonstrates  that  douch- 
ing with  META  CINE®  had  the  following 
effects  on  vaginal  secretion: 

• increased  Doderlein  organisms, 

• proved  effective  in  lowering  WBC 
counts, 

• proved  effective  in  increasing  glyco- 
gen content. 

META  CINE®  was  found  to  be  a good 
antagonist  to  vaginal  discharge  and 
irritation — and  also  proved  effective  in 
reducing  cervicitis. 

No  untoward  effects  of  douching  were 
encountered  in  the  study. 


Reprints  of  the  complete  study  and  professional 
samples  of  Meta  Cine  are  available  on  request. 


BRAYTEN  PHARMACEUTICAL  COMPANY  • Chattanooga  9,  Tennessee 
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LISTEN 


Although  we  are  living  in  the  age  of  the 
spoken  word  ( since  the  developmest  of  the  vac- 
uum tube  and  the  transistor ) there  is  some- 
times a question  of  the  value  of  the  words  we 
hear.  The  language  of  the  comic  book,  Madison 
Avenue,  and  the  political  word-twisters  has  dull- 
ed our  auditory  reflexes  so  they  no  longer  easily 
differentiate  meaningful  and  precise  phrases  from 
senseless  and  formless  verbiage. 

As  a reaction  to  this  era  of  the  myopic  meta- 
phor we  may  tend  to  suppress  our  conscious  re- 
ceptors, and  fail  to  grasp  some  of  the  diagnostic 


“pearls”  cast  before  us  by  our  patients  while 
we  are  taking  their  history.  The  careful  history 
is  still  the  most  important  of  our  diagnostic 
tools,  and  before  we  rush  for  the  laboratory 
studies  it  is  well  to  remember  the  teachings  of 
the  famous  surgeon,  John  Benjamin  Murphy, 
who  admonished  his  students  to: 

“Listen,  listen  to  the  patient’s  story.  He  is 
telling  you  the  diagnosis.” 

Robert  F.  Lorenzen,  M.D. 
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tributions are  greatly  appreciated.  All  will  be  given  equal 
consideration. 

Material  submitted  for  publication  in  ARIZONA  MEDI- 
GINE should  conform  to  the  following  policies: 

1.  Manuscripts,  including  references  or  bibliography,  should 
be  typewritten,  double-spaced,  on  one  side  of  the  paper  only, 
and  the  original  and  a carbon  enclosed. 

2.  Be  guided  by  the  general  rules  of  medical  writing  as  fol- 
lowed by  the  JOURNAL  OF  THE  AMERIGAN  MEDICAL 
ASSOCIATION. 

3.  Although  the  Editors  try  to  catch  inaccuracies,  the  ulti- 
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Editorials  of  Arizona  Medicine  are  the  opinions  of  the  authors  and  do  not  necessarily  represent  the  official  stand  of  The  Arizona 
Medical  Association,  Inc.  The  opinions  of  the  Board  of  Directors  may  be  sought  in  the  published  proceedings  of  that  body. 
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ARTHRALGEN*  helps  fre 


ARTHRALGEN® 

Each  tablet  contains: 

Salicylamide 250  mg. 

Acetaminophen 250  mg. 

Ascorbic  acid  (Vitamin  C) 25  mg. 


Arthralgen,  a better-tolerated  analgesic  formula- 
tion of  time-tested  ingredients,  works  faster  to  free 
the  arthritic  from  his  pain  without  salicylate  side 
effects,  Since  its  analgesic  components  require 
no  chemical  conversion  to  act  in  the  body,  Ar- 
thralgen’s  pain  relieving  benefits  are  immediately 
available  to  provide  a smoother,  more  rapid  ob- 
tundation of  pain  than  can  be  achieved  with  many 
true  salicylates. 

Arthralgen  is  especially  useful  for  the  prompt 
relief  of  early  morning  stiffness  and  pain  with  less 
risk  of  gastric  irritation.  And  since  Arthralgen 
contains  no  sodium  it  is  safe  for  long-term  use  in 


arthritics  who  have  other  conditions  which  nece; 
sitate  sodium  restriction. 

ARTHRALGEN®-PR 

Each  tablet  contains: 

Salicylamide 250  mi 


Acetaminophen 250  mi 

Ascorbic  acid  (Vitamin  C) 25  mi 

Prednisone 1 mi 


The  basic  Arthralgen  formulation  plus  predni 
sone  is  indicated  for  patients  who  require  steroid 
Prednisone  has  three  advantages  over  cortison 
hydrocortisone,  and  ACTH,  They  are:  (1)  lack  i 
sodium  retention,  (2)  absence  of  increased  pota 
sium  excretion,  and  (3)  the  unlikelihood  of  steroir 
induced  hypertension.* 

BRIEF  SUMMARY 

Arthralgen  and  Arthralgen-PR  are  indicated  i 
the  management  of  rheumatoid  arthritis,  acu1i 
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irthritic  joints  from 


!/  arthritis,  rheumatoid  spondylitis,  osteoar- 
js,  bursitis,  fibrositis,  and  neuritis.  Arthralgen 
I be  used  for  analgesia  in  colds,  flu,  and 
jus  myalgias. 

'AGE:  One  or  two  tablets  four  times  a day, 
r remission  of  symptoms,  dosage  should  be 
seed  to  the  minimum  maintenance  level. 

EFFECTS:  Nausea,  Gl  upset,  or  mild  salicy- 
|may  rarely  occur.  Symptoms  of  hypercorticoid- 
pictate  reduction  of  dosage  of  Arthralgen-PR. 

IjCAUTlON:  Reduction  in  dosage  of  Arthral- 
|PR  given  overa  long  period  should  be  gradual, 
ir  abrupt. 

ilTRAINDICATIONS:  Hypersensitivity  to  any 
9dient. 

Ivith  any  drug  containing  prednisone,  Arthral- 
1;PR  is  contraindicated,  or  should  be  adminis- 


tered only  with  care,  to  patients  with  peptic  ulcer, 
tuberculosis,  nephritis,  diabetes  mellitus,  acute 
psychoses,  Cushing's  syndrome  (or  Cushing’s 
disease),  overwhelming  spreading  (systemic)  in- 
fection, or  predisposition  to  thrombophlebitis. 

Arthralgen-PR  is  generally  contraindicated  in 
patients  with  uremia  and  viral  infections,  including 
poliomyelitis,  vaccinia,  ocular  herpes  simiplex,  and 
fungus  infections  of  the  eye.  It  is  also  contraindi- 
cated in  patients  with  chicken  pox  or  susceptible 
persons  exposed  to  it. 

SUPPLY:  Arthralgen  (white,  scored)  and  Arthral- 
gen-PR (yellow,  scored)  tablets  are  available  in 
bottles  of  100  and  500. 

*Cohen,  et  al:  J.A.M.A.,  165:225,  1957. 

A.  H.  ROBINS  CO.,  INC. 

RICHMCND,  VIRGINIA 
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SANBORN  C©!V!PANY  • MEDICAL  DIVISION  • WALTHAM 

A Subsidiary  of  Hewiett-Packard  Company 


Constant  diagnostic  and  cardiac  distress 
information  around  the  clock  — with  immediate 
alarm  if  irregularities  in  heart  rhythm  occur  — 
are  automatically  provided  by  this  new  Sanborn 
Viso-Monitor.  This  compact,  integrated  bedside 
system  — for  recovery  room,  intensive  care  or 
OR  use  — includes  a built-in  electrocardiograph, 
pacemaker,  cardiotachometer  and  eight 
illuminated  alarm  indicators. 

Your  patient's  ECG  is  recorded  automatically 
for  10  seconds  at  either  pre-set  intervals  or  at 
the  onset  of  any  of  four  distress  conditions.  It 
can  also  be  taken  during  pacing,  for  valuable 
knowledge  of  the  patient’s  response  to  pacing. 
Heart  rate  is  continuously  displayed  on  the 
front  panel  meter,  which  has  adjustable  upper 
and  lower  thresholds  to  activate  alarms. 
Bradycardia,  tachycardia,  peripheral  pulse  loss, 
arrest  and  each  QRS  complex,  as  well  as 
operating  conditions  of  the  Viso-Monitor,  are 
shown  by  warning  lights.  Internal  or  external 
pacemaking  current  is  provided  by  the 
instrument,  with  adjustments  for  current  and 
rate  and  positive  safeguards  to  prevent 
accidental  pacing.  Audible  alarm  is  supplied  by 
an  optional  Remote  Alarm  unit,  which  also 
duplicates  visual  indicators  and  heart  rate 
meter  of  main  instrument.  The  new  Model  780 
Viso-Monitor  is  SI 850,  the  Remote  Alarm  unit 
S250,  and  DC  Defibrillator  SI 370 
(F.O.B.  Waltham,  Mass.,  continental  U.S.A.), 


your 

heart  patient 
is  in 
good 
hands 


54.  MASSACHUSETTS 


Phoenix  Resident  Representative  8341  N.  7th  St.,  943-6917 
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Is  It  Possible  To  Have 
Health  Without  Welfare? 


Part  1— the  problem 

the  opposing  points  of  view 
points  of  general  agreement 

AS  a result  of  the  differences  of  viewpoint 
among  the  American  people,  as  well  as  the 
legislators  who  represent  them,  about  how  the 
expanding  group  of  elderly  ciitizens  should  pay 
for  the  health  service  they  need  and  want,  an- 
other effort,  in  1962,  to  federalize  the  method  by 
which  this  is  done  was  unsucessful.  Several  con- 
clusions may  be  reached  about  this  continuing 
struggle  to  make  a Federal  case  out  of  every  ill- 
ness which  happens  to  everybody  over  65.  The 
fact  that  efforts  to  enact  compulsory  health  in- 
surance legislation  have  met  defeat  repeatedly 
since  President  Truman  gave  his  approval  to  the 
principle  more  than  a decade  ago,  indicates  that 
there  continues  to  be  a significant  divergence 
of  opinion  on  this  subject.  The  conclusions  drawn 
from  the  history  of  this  struggle  and  the  most  re- 
cent events  in  the  Congress  are  naturally  depend- 
ent on  one’s  point  of  view.  Here  is  one  set  of 
conclusions : 

^ Everyone  is  not  convinced  that  the  need  for 
medical  care  for  the  aged  is  sufficient  to 
warrant  the  proposed  Social  Security  sys- 
tem of  financing  it  ( King- Anderson ) . 
Everyone  is  not  in  agreement  about  the  cost 
of  this  program,  even  the  cost  of  the  first 
year  when  factors  are  relatively  apparent, 
and  the  cost  controversy  expands  when  the 
attempt  is  made  to  predict  the  financial 
future. 

Everyone  is  not  sold  on  the  American  Med- 
ical Association’s  assertion  that  the  King- 
Anderson  approach  would  be  the  entering 
wedge  of  socialized  medicine. 

^ There  are,  however,  certain  facts,  principles 
and  philosophies  concerning  need,  freedom, 
prepayment,  quality,  timing,  responsibility, 
cost,  demand  and  services  on  which  agree- 
ment is  probable. 


by 

Richard  L.  Durbin  and  Robert  C.  Hardy 

These  facts,  principles  and  philosophies  can 
be  used  to  undergird  an  improved  method 
of  equipping  people  with  the  power  to  pur- 
chase health  service  when  they  need  it. 

We  propose  to  reexamine  these  facts,  princi- 
ples and  philosophies  and  describe  a method 
which  may  be  more  acceptable  to  more  Ameri- 
cans because  of  the  advantages  it  offers  over  the 
administration’s  program  which  was  narrowly 
defeated  in  the  Senate  and  is  currently  lodged  in 
the  House  Committee  on  Ways^  and  Means. 

First,  let  us  place  a yardstick  along  side  the 
first  three  conclusions  regarding  need,  cost  and 
socialistic  propensities  and  try  to  measure  the 
distance  between  the  two  points  of  view. 
Opposing  Points  of  View 
NEED 

The  former  Secretary  of  Health,  Education 
and  Welfare,  now  Senator  Abraham  Ribicoff 
said:  (1) 

“By  1964  there  will  be  18  million  people  in 
America  over  age  sixty-five.  About  14.25  million 
will  be  eligible  under  Social  Security.” 

By  proposing  to  provide  health  care  for  aged 
persons  under  the  Social  Security  progi'am,  we 
must  assume  that  the  Secretary  meant  that  the 
number  who  need  or  will  need  this  coverage  is 
14/4  million.  However,  he  also  said  that  750,000 
retired  railroad  workers  or  Federal  employees 
have  their  own  plans  and  therefore  would  not 
need  the  coverage  under  Social  Security. 

On  the  other  hand,  Dr.  F.  J.  L.  Blasingame, 
vice-president  of  the  American  Medical  Associ- 
ation, said:  (2) 

“In  the  first  place,  we  have  no  real  evidence 
that  such  an  approach  ( King- Anderson ) is  nec- 
essary. The  particular  group  that  has  been  the 
central  focus  of  this  discussion  has  been  the 
aged,  and  we  have  yet  to  see  any  proof  that  this 
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group  needs  federal  subsidy  in  a broad  and  gen- 
eral sense.” 

He  also  made  this  statement: 

“We  have,  as  an  association  all  across  the 
country  through  our  constituent  societies,  made 
public  announcement  after  public  announce- 
ment; If  you  know  of  individuals  who  do  not  get 
hospital  or  medical  care  because  of  economic 
circumstances,  let  us  know.  We  have  had  very 
few  instances  arise.” 

COST 

Asked  about  the  cost  of  the  expanded  health 
care  benefits  under  Social  Security,  Secretary 
Ribicoff  estimated  the  cost  for  the  first  year  at 
1.1  billion  dollars.  He  implied  that  the  increased 
Social  Security  tax  of  one-half  percent  divided 
equally  between  employer  and  employee  would 
cover  these  added  benefits. 

Representative  Frank  T.  Bow  of  Ohio  has  said 
that  insurance  experts  conservatively  estimate 
the  cost  of  King-Anderson  at  2.1  billion  in  the 
first  year,  expanding  to  5.4  billion  by  the  end  of 
20  years.  (3) 

Ray  M.  Peterson,  vice  president  and  associate 
actuary  of  the  Equitable  Life  Assurance  Society 
of  the  United  States,  writing  in  the  Journal  of 
the  American  Medical  Association,  points  out 
that  the  difference  between  benefits  and  taxes 
under  the  Social  Security  system  has  created  a 
growing  debt  of  300  billion  dollars  on  which  fu- 
ture generations  must  pay  interest.  He  estimates 
that  to  add  health  benefits  under  Social  Security, 
another  20  billion  dollars  of  unearned  increments 
would  be  granted  which  could  add  to  the  per- 
manent social  security  debt  on  which  employees 
and  employers  would  be  paying  interest  for- 
ever. ( 4 ) 

If  there  is  no  agreement  as  to  the  unmet  medi- 
cal need  among  the  elderly,  it  is  extremely  haz- 
ardous to  estimate  the  cost  of  meeting  this  un- 
known requirement  for  health  service  under  new 
mechanisms  for  its  payment. 

SOCIALIZED  MEDICINE 

The  label  which  should  be  applied  to  health 
care  for  the  aged  under  Social  Security  — is  it  or 
is  it  not  socialized  medicine  — is  described  this 
way  by  Secretary  Ribicoff: 

“Our  program  is  not  socialism.  Socialism  is  a 
system  where  the  state  owns  the  hospitals,  oper- 
ates the  hospitals,  pays  the  doctors’  salaries  and 
pays  for  maintaining  the  hospitals.” 

However,  Dr.  Blasingame  thinks  differently: 


“ . . . the  American  Medical  Association  feels 
the  King-Anderson  bill  which  utilized  the  social 
security  mechanism  of  taxation  is  incompatible 
with  our  traditional  system  and  would  actually 
substitute  a very  radical  and  compulsory  method. 
It  would  be  socialized  medicine  for  a segment 
of  our  population,  would  be  irreversible,  and 
would  shortly  be  extended  to  complete  socializa- 
tion of  medical  care. 

“ ...  So  we  cannot  see  any  effect  except  a 
damaging  of  the  relationship  between  the  phy- 
sician and  the  patient.  We  believe  that  this  rela- 
tionship will  suffer  serious  impairments  when 
the  individual  physician  is,  in  effect,  working 
under  contract  for  the  system  — in  this  case,  the 
Federal  Government  — rather  than  the  patient. 
The  patient  will  be  looking  to  the  system  rather 
than  to  the  physician.” 

Points  of  General  Agreement 

This  description  of  opposing  points  of  view 
would  indicate  a considerable  distance  between 
the  pros  and  the  cons.  In  such  a situation,  it  ap- 
pears logical  to  determine  those  points  on  which 
there  is  agreement  and  provide  an  exit  from  the 
controversy  close  enough  and  wide  enough  to 
permit  rapid  and  orderly  egress  with  minimal 
travel  distance  and  the  least  amount  of  jostling. 
Whether  or  not  either  side  can  be  persuaded  to 
accept  this  way  out  depends  largely  on  political 
considerations.  There  are  instances  in  which  peo- 
ple are  made  beneficiaries  of  government  pro- 
grams whether  they  want  to  be  or  not.  After  the 
recent  congressional  elections  (November,  1962), 
George  Gallup,  director  of  the  American  Insti- 
tute of  Public  Opinion,  said:  (5) 

“The  ‘Medicare’  issue  did  not  aid  the  Demo- 
crats measurably  among  the  group  most  directly 
affected  by  this  proposal  . . . the  nation’s  senior 
citizens  age  65  and  older.  They  were  the  one 
age  group,  in  fact,  to  give  a majority  of  their 
votes  to  Republican  congressional  candidates 
. . . and  about  the  same  size  majority  as  in  past 
elections.” 

The  points  which  are  probably  recognized  as 
least  debatable,  the  ones  on  which  there  is  gen- 
eral agreement,  are  here  listed  in  groups  broadly 
associated  under  the  titles  of  need,  service,  cost 
and  philosophy.  These  statements  form  the  basis 
for  the  method  of  financing  medical  care  there- 
after proposed. 

NEED 

Need  — Under  this  general  classification,  need 
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is  difficult  to  distinguish  from  demand  for  medi- 
cal attention.  We  ean  count  the  number  of  ad- 
missions to  hospitals  in  a year  (25  million  in 
1981)  and  compare  this  figure  with  the  popula- 
tion ( 185  million  people ) and  eonclude  that  one 
in  every  7.4  citizens  is  admitted  to  hospitals  each 
year.  While  this  is  an  indication  of  need,  it  is  not 
an  aecurate  measurement  of  need,  because  we 
know  that  a signifieant  pereentage  of  the  people 
admitted  to  hospitals  today  eould  be  cared  for 
outside  of  the  hospital.  However,  it  is  probably 
quite  safe  to  say  that  oldsters  need  more  medical 
attention  and  institutional  care  than  do  people 
below  the  traditional  retirement  age  of  65. 

Demand  — Despite  the  inereased  cost  of  medi- 
cal care  today,  the  demand  for  health  services  is 
increasing  markedly.  The  effectiveness  of  scien- 
tific medicine  and  the  widespread  coverage  of 
health  education  make  health  care  desirable  and 
important.  In  fact,  the  attitude  toward  medical 
service  has  gradually  shifted  until  now  it  is  con- 
sidered a right  rather  than  a privilege. 

Income  — Both  need  and  demand  for  medical 
care  are  influenced  by  financial  considerations. 
The  level  of  health  among  indigent  patients  is 
known  to  be  lower  than  that  of  their  more  afflu- 
ent fellow  eitizens.  Fortunately,  the  size  of  the 
very  lowest  income  group,  families  earning  less 
than  $4,000  annually,  has  declined  during  the 
past  ten  years.  On  the  other  end  of  the  scale, 
families  with  more  than  $10,000  a year  income 
are  on  the  increase,  which  means  that  more  peo- 
ple can  afford  adequate  health  service.  But  the 
group  with  incomes  that  fall  between  $4,000  and 
$10,000  per  year,  about  half  of  the  population, 
has  remained  about  the  same  in  size.  This  group, 
which  is  not  eligible  for  charity  but,  on  the  other 
hand,  eannot  withstand  huge  outlays  of  money 
for  medieal  eare,  is  especially  vulnerable  to  fi- 
nancial disaster  because  of  the  expense  of  illness. 

Timing  — Timing  of  medical  services  is  impor- 
tant in  two  respects.  First,  medical  services 
should  be  oriented  toward  the  prevention  of  ill- 
ness. Such  services  are  effeetive  before  illness 
strikes  or  at  the  point  disease  is  first  detected. 
Most  people  will  agree  that  our  efforts  in  posi- 
tive medicine  — health  edueation,  disease-find- 
ing, periodic  physical  examinations  and  immuni- 
zations — are  important  but  not  sufficiently  far- 
reaching.  The  severity  of  disease  among  indigent 
patients  in  so-called  “eharity”  hospitals  is  sig- 
nificantly greater  than  that  among  paying  pa- 
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tients  in  private  institutions.  Second,  the  ability 
to  purchase  needed  medical  care  must  be  pres- 
ent when  the  illness  manifests  itself.  Most  people 
recognize  that  the  increased  incidence  of  disease 
which  accompanies  old  age  eomes  at  the  very 
time  that  resources  to  pay  for  medieal  care  may 
be  sharply  declining.  Thus  the  ability  to  pur- 
chase the  doctor’s  attention  and  the  hospital’s 
aeeommodations  may  not  be  present  during  the 
period  of  the  patient’s  greatest  need. 

It  appears,  then,  that  there  is  both  need  and 
demand  for  medical  care  and  that  both  will  un- 
doubtedly expand  even  more  rapidly  than  the 
ballooning  population. 

SERVICE 

Profesdonal  Care  — While  doctors  are  able  to 
do  more  for  patients  when  they  attend  them, 
there  are  fewer  physicians  per  population  unit 
in  America  now  and  the  prospects  are  for  even 
fewer  in  the  foreseeable  future.  The  downward 
trend  slants  at  this  angle : 

Doctors  per  100,000 


Year 

Population 

1910 

146 

1960 

132 

Predicted  for  1975 

125 

The  rapidly  expanding  population  of  this  coun- 
try and  the  increasing  interest  of  physicians  in 
research  and  other  nonclinical  pursuits  contrib- 
ute to  this  deeline. 

Types  of  Care  — Various  types  of  medical 
services  have  been  developed  and  are  available, 
i.e.,  hospitals,  clinics,  private  physieians  offices, 
nursing  homes  and  home  care,  but  there  is  an 
important  inclination  to  use  that  service  for 
whieh  prepayment  has  been  made,  whether  or 
not  it  is  the  most  efficient,  effective  and  eco- 
nomical. 

Unfortunately,  insurance  policies  eovering 
such  a variety  of  services  have  not  been  widely 
sold.  Sinee  insurance  protection  is  largely  di- 
rected toward  payment  while  in  the  hospital, 
this  type  of  eare  is  misused  and  overused  with 
the  result  that  the  cost  of  medical  service  is 
greater  than  it  has  to  be.  Insurance  eoverage 
should  be  designed  so  that  it  is  to  the  advantage 
of  both  the  physician  and  the  patient  to  seek- 
more  economical  ways  of  meeting  medieal  prob- 
lems outside  of  $40-a-day  hospitals. 

Quality  of  Care  — Scientifie  and  technical  ad- 
vancements in  recent  years  have  improved  the 
quality  of  medical  care  . . . that  is,  people  with 
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the  same  illnesses  get  well  today  where  previous- 
ly they  did  not  recover  and  they  get  well  quicker 
than  they  once  did.  However,  “quality  of  care” 
is  extremely  difficult  to  define  and,  to  date,  no 
really  satisfactory  method  of  measuring  it  has 
been  discovered. 

Facing  the  widening  gap  between  expanding 
need  and  fewer  physicians  to  satisfy  the  demand 
for  medical  attention,  we  shall  be  compelled  to 
conserve  medical  talent  (while  striving  to  in- 
crease the  supply  of  it)  and  utilize  our  health 
facilities  more  efficiently. 

COST 

Prepayment  — In  the  ten  years  between  1950 
and  1960,  the  amount  of  money  spent  in  this 
country  on  medical  care  and  health  insurance 
more  than  doubled.  While  an  increasing  pro- 
portion of  hospital  bills  are  prepaid,  insurance 
premiums  have  naturally  increased  as  hospital 
costs  have  risen. 

Cost  — During  the  same  ten-year  period,  while 
the  money  spent  for  medical  care  was  doubling, 
the  cost  of  service  in  general  hospitals  went  up 
106  per  cent.  This  means  that  there  is  twice  as 
much  financial  hazard  for  people  who  decline  to 
purchase  insurance  proteetion.  It  also  means 
that  major  or  prolonged  illness  can  more  quiekly 
devour  the  financial  resources  of  a family  and 
either  make  that  family  dependent  on  govern- 
ment or  bury  it  in  debt. 

Taxes  — While  one  would  suspect  that  as  the 
number  of  low-income  families  deereases  the  ex- 
pense of  welfare  support  for  medical  purposes 
would  also  decline,  this  has  not  been  the  case. 
The  rising  costs  of  and  demand  for  medical  care 
have  more  than  offset  the  decline  in  indigent 
families  with  the  result  that  there  has  been  a 58 
per  cent  rise  in  per  capita  expenditures  of  pub- 
lic asistance  funds  for  this  purpose,  from  $15.33 
in  1950  to  $23.27  in  19.60. 

PHILOSOPHY 

Freedom  — Any  system  designed  to  solve  the 
financing  medical  care  should  preserve  maximum 
freedom  of  choice  for  the  individual.  In  assisting 
the  citizen  in  the  provision  of  medical  service, 
government  should  do  only  what  the  citizen  and 
private  enterprise  cannot  do. 

Control  — Local  control  of  local  community 
facilities  is  traditional  in  America.  Schools,  po- 
lice and  fire  protection,  hospitals  and  utilities 
are  usually  administered  locally  and  paid  for  by 
dollars  derived  from  local  taxes  or  fees  for  the 


services  provided. 

Responsibility  — Although  it  is  tempting  to 
seek  government  aid  when  illness  precipitates  a 
financial  emergency,  each  citizen  has  the  re- 
sponsibility for  his  own  care  and  that  of  his  de- 
pendents up  to  the  limit  of  his  financial  capa- 
bility. Our  modern,  private  insurance  system 
now  permits  us  to  assume  a greater  measure  of 
financial  responsibility  by  the  sharing  of  risk  and 
the  prepayment  of  medical  bills. 

Incentive  — The  maintenance  of  physical  and 
financial  health  should  be  sufficient  incentive  for 
Americans  to  see  their  doctors  and  dentists  reg- 
ularly and  pay  their  health  insurance  premiums. 
However,  we  know  that  other  demands  for  at- 
tention and  money  often  interfere  so  that  when 
illness  strikes,  patients  are  often  not  prepared  in 
either  respect.  Thus,  a system  which  would  solve 
health  care  financial  problems  should  contain 
built-in  incentives  stimulating  both  preventive 
care  and  financial  preparedness. 

Part  II 

A New  System  Proposed 

These  basic  facts  and  ideas  about  need,  serv- 
ice, cost  and  philosophy  are  so  highly  famiHar 
that  their  restatement  is  somewhat  boring.  They 
say  nothing  new  and  raise  little  argument.  The 
improved  method  of  equipping  people  with  the 
power  to  purchase  health  service  when  they  need 
it,  which  we  here  propose  as  an  alternative  to 
the  King-Anderson  approach,  is  designed  around 
these  facts,  principles  and  philosophies  just  stat- 
ed. The  system  would  operate  this  way: 

Each  citizen  would  be  required  to  purchase 
health  insurance  protection  not  to  exceed  his 
need  and  his  ability  to  pay. 

^ Minimum  protection  standards  geared  to  each 
income  level  would  be  established  by  the  Fed- 
eral government. 

Each  citizen  would  report  the  extent  and 
source  of  his  health  insurance  coverage  in  his 
annual  income  tax  return. 

^ Persons  who  failed  to  provide  pre-payment 
protection  for  themselves  and  their  dependents 
to  the  extent  of  their  financial  ability  would  be 
assessed  penalties  through  the  internal  revenue 
service.  Dollars  so  received  would  be  distribu- 
ted to  local  political  subdivisions  to  help  defray 
the  cost  of  service  to  the  indigent. 
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This  simple  system  would  hold  each  citizen 
responsible  for  his  own  protection  yet  give  him 
maximum  freedom  in  obtaining  the  insurance  he 
requires.  He  could  purchase  his  insurance  from 
the  company  or  in  the  plan  of  his  choice.  The 
specifications  for  coverage  set  by  the  Federal 
government  would  be  minimum  so  he  would  be 
free  to  adjust  the  type  and  amount  of  protection 
above  this  minimum  to  his  own  liking.  The  av- 
erage cost  of  the  specified  benefits  would  be  as- 
certained so  that  the  requirement  for  each  in- 
come group  would  not  exceed  a specific  and 
reasonable  percentage  of  each  citizen’s  gross  in- 
come. 

The  information  about  each  taxpayer’s  insur- 
ance protection,  reported  on  the  income  tax 
form,  could  be  easily  verified  with  the  company 
or  plan  shown.  As  long  as  the  purchased  protec- 
tion, covering  all  persons  shown  on  the  income 
tax  return  as  dependents,  met  the  minimum  re- 
quirements for  the  gross  income  reported,  the 
taxpayer  would  have  met  his  obligation  of  finan- 
cial preparedness  in  case  of  illness.  However,  in 
the  event  he  failed  to  purchase  the  protection 
he  could  afford,  the  average  cost  of  the  annual 
premium  for  this  required  protection  would  be 
due  and  payable  as  income  tax,  with  the  exist- 
ing, appropriate  penalties  for  nonpayment. 

Under  these  circumstances,  the  taxpayer  would 
have  a double  incentive.  First,  the  fear  of  penal- 
ties under  the  income  tax  law  would  inspire 
most  Americans  to  comply,  since  the  purchase 
of  insurance  would  be  preferable  to  the  payment 
of  additional  taxes.  Second,  those  who  did  not 
buy  insurance  protection  would  not  only  have 
to  pay  the  extra  tax  but  would  be  liable  for  the 
payment  of  hospital  or  clinic  charges  in  the 
event  they  or  their  dependents  became  ill. 

Under  automobile  driver  financial  responsibil- 
ity laws,  many  states  require  that  those  who 
drive  must  carry  liability  insurance  or  have  suf- 
ficient resources  to  pay  for  damages  to  others’ 
property  or  injury  to  other  persons.  It  is  logical, 
also,  to  require  those  who  can  afford  it  to  buy 
health  insurance  so  that  in  the  event  of  illness 
they  will  not  cause  their  fellow  taxpayers  to  suf- 
fer financially. 

Having  examined  the  King-Anderson  bill  with 
regard  to  need,  cost  and  socialized  medicine,  let 
us  do  the  same  with  this  proposal. 

NEED 

The  need  for  medical  care  will  always  be  dif- 
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ficult.  to  quantify,  as  indicated  by  the  different 
viewpoints  of  the  American  Medical  Association 
and  the  Department  of  Health,  Education  and 
Welfare.  This  proposal  would  first  assure  that 
every  citizen  with  financial  resources  would  be 
prepared  to  meet  the  cost  of  illness  in  so  far  as 
the  insurance  benefits  required  for  his  income 
would  allow.  Thus,  the  problem  of  providing  fi- 
nancially for  the  care  of  indigent  patients  would 
shrink  to  the  lowest  possible  magnitude.  With 
everyone  paying  their  way  to  the  best  of  their 
ability,  local  governmental  institutions  would 
have  increased  financial  capability  for  the  care 
of  more  indigent  or  more  comprehensive  care  of 
the  ones  they  now  treat.  There  would  be  no 
overlapping  or  shifting  of  insurance  coverage, 
no  free  protection  for  those  who  do  not  need  as- 
sistance, and  no  determination  of  financial  need 
on  the  basis  of  irrelevant  criteria  such  as  age 
or  social  security  status.  Just  because  a person  is 
over  65  and  is  eligible  for  social  security  bene- 
fits does  not  necessarily  mean  that  he  needs  help 
with  his  medical  bills. 

The  fact  that  25  million  Americans  are  admit- 
ted to  hospitals  annually  is  an  indication  of  the 
need  for  medical  care,  not  the  need  for  assistance 
to  pay  for  that  care.  It  is  only  logical  to  base 
the  measurement  of  financial  need  on  financial 
information. 

COST 

The  increased  social  security  taxes  proposed 
to  finance  the  King-Anderson  system  would  be 
paid  by  the  working  age  person  and  his  employ- 
er, but  the  worker  would  have  no  increase  in  his 
current  protection.  Thus,  the  middle  income  per- 
son’s problem  would  be  magnified,  for  he  would 
not  only  pay  more  social  security  taxes  but  would 
still  have  to  buy  insurance  protection  for  today’s 
needs. 

The  proposal  just  described,  on  the  other 
hand,  assesses  no  new  taxes  but  recognizes  those 
responsible  citizens  who  have  already  purehased 
health  insurance  protection.  Only  the  person 
who  has  not  pulled  his  share  of  the  load  is  re- 
quired to  increase  his  effort,  and  even  then,  he 
is  the  direct  beneficiary  of  the  money  he  is  re- 
quired to  spend. 

With  significant  budget  deficits  occurring  an- 
nually, and  the  talk  of  tax  cuts  despite  these 
deficits,  a cruise  into  the  uncharted  seas  of  Fed- 
eral care  for  the  aged  could  swamp  the  Social 
Security  system  with  unanticipated  costs.  The 
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fiscal  experience  of  the  socialized  health  care 
program  in  Canada  is  proof  that  this  can  hap- 
pen. (6)  This  new  proposal,  which  avoids  the 
dangers  of  further  Federal  debt,  appears  to  be  a 
more  responsible  course  of  action. 

SOCIALIZED  MEDICINE 

We  know  that  the  present  system  of  complete 
choice  in  the  selection  of  health  insurance  pro- 
tection does  nothing  to  upset  the  physician-pa- 
tient relationship  which  is  so  important  to  per- 
sonal medical  care.  The  system  here  proposed 
merely  extends  the  use  of  private  insurance  with 
no  hazard  to  the  traditional  patterns  of  medical 
care.  Local  control  of  health  care  facilities,  plus 
freedom  of  choice  of  hospital,  insurance  carrier 
and  physician,  would  be  retained.  There  would 
be  no  incentive  under  this  proposal  to  change 
from  private  insurance  coverage  to  Federal  gov- 
ernment-directed systems  of  protection  against 
the  cost  of  illness. 

A Reasonable  Proposal 

The  King-Anderson  bill  wisely  proposes  bene- 
fits throughout  the  full  range  of  available  medi- 
cal services;  in  hospitals,  clinics,  doctors’  offices, 
nursing  homes  and  in  the  patients’  homes.  This 
allows  the  patient  to  receive  the  care  which  most 
effectively  and  most  economically  meets  his  med- 
ical need. 

There  is  no  reason  that  the  minimum  coverage 
insurance  required  under  this  new  system  here 
described  could  not  be  just  as  comprehensive. 
In  developing  minimum  specifications,  the  Fed- 
eral government  could,  without  taking  signifi- 
cant freedom  of  action  from  insurance  compa- 
nies or  individuals,  influence  the  insurance  in- 
dustry to  provide: 

1.  Guaranteed  renewable  protection  for  sub- 
scribers over  65. 

2.  “Community-rated”  rather  than  “experience- 
rated” protection. 

3.  Incentives  for  physicians  and  patients  to  use 


out-of-hospital  services. 

4.  Coverage  which  includes  important  disease- 
finding and  preventive  medicine  services. 

The  difficulty  of  measuring  scientifically  the 
unmet  medical  need  among  the  aged  makes  it 
easy  to  exaggerate  or  minimize  the  problem,  de- 
pending on  your  point  of  view.  This  alternative 
plan  is  proposed  so  that  current  known  and  ac- 
cepted methods  of  care  and  financing  can  be 
utilized  to  their  fullest  possible  extent.  Until  we 
do  utilize  our  present  system  to  the  maximum,  it 
should  not  be  condemned  by  saying  that  it  will 
not  meet  our  needs.  When  maximum  use  of  pre- 
payment through  private  insurance  comes  about, 
the  financing  of  the  health  care  of  the  remaining 
indigent,  by  local  governments  and  existing  Fed- 
eral programs,  will  undoubtedly  be  reduced  to 
smaller  and  more  easily  managed  proportions. 

This  proposal  may  not  be  popular,  with  that 
indeterminate  number  of  persons  who  expect 
something  for  nothing,  who  anticipate  free  med- 
ical care  although  to  its  provision  they  have  made 
no  prior  contribution.  But  to  the  mature  Ameri- 
can who  expects  to  shoulder  his  full  share  of  re- 
sponsibility, to  the  one  who  asks  what  he  can  do 
for  his  country,  rather  than  what  it  can  do  for 
him,  this  alternative  plan  will  probably  appear 
reasonable. 
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When  your  patient  says: 


Na  I I PASTILLES 

ikoban 


BRAND  OF  LOBELINE  SULFATE,  MRT 


help  curb  the  smoking  habit 


M Help  induce  a feeling  of  satiety  similar  to 
that  of  tobacco  because  of  lobeline’s  phar- 
macological relationship  to  nicotine. 

M Permit  the  patient  to  indulge  his  oral  fixa- 
tion by  substituting  the  Nikoban  Pastille 
for  tobacco. 


M U tilize  the  anorexic  effect  of  lobeline  to  help 
the  patient  who  is  driven  to  compulsive  eat- 
ing when  he  discontinues  smoking. 

n Encourage  patient  cooperation  through 
pleasant  taste. 


Dosage  and  Administration:  In  order  to  obtain  the  maximum  benefit,  a Nikoban  Pastille  should  be  sucked  slowly  and 
taken  according  to  the  schedule  below.  Whenever  possible  a pastille  should  be  taken  after  meals. 

1st  week:  I pastille  every  1 to  2 hours  for  a maximum  of  12  pastilles  daily.  2nd  week:  1 pastille  every  3 hours.  3rd  week:  1 
pastille  every  4 hours.  1th  week:  1 pastille  every  4 to  6 hours.  Thereafter  1 pastille  may  be  taken  at  infrequent  intervals 
whenever  necessary.  In  some  instances  there  may  at  first  be  a slight  astringent  burr  of  the  tongue  and  throat.  This  will 
usually  disappear  as  treatment  with  Nikoban  Pastilles  progresses  and  is  no  cause  for  concern. 

Caution:  It  is  advisable  neither  to  smoke  nor  to  use  a smoking  deterrent  during  pregnancy. 

Formulation:  Each  Nikoban  Pastille  contains  0.5  mg.  lobeline  sulfate  in  a pleasant  tasting  spiced-cherry  base. 


Availability:  In  packages  of  50  pastilles. 


References:  1.  Goodman,  L.  S.  and  Gilman.  A.:  The 
Pharmacological  Basis  of  Therapeutics,  New  York, 
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M.  R.  THOMPSON,  Inc.,  Medical  Department-  BB 
711  Fifth  Avenue,  New  York,  New  York  10022 

Gentlemen: 

Please  send  me  a trial  supply  of  NIKOBAN  Pastilles. 

NAME M.D. 

ADDRESS 

CITY ZONE STATE 

TYPE  OF  PRACTICE 


M.  R.  THOMPSON,  INC.  • NEW  YORK,  NEW  YORK  10022 
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Topics  of  Current  Medical  Interest 


Blue  Cross  — Blue  Shield  Director  Named 


John  C.  Foster 


Stephen  M.  Morris,  president  of  Arizona  Blue 
Cross,  and  Robert  A.  McCulley,  M.D.,  president 
of  Arizona  Blue  Shield  reeently  announeed  the 
appointment  of  John  C.  Foster  as  the  executive 
director  of  the  combined  plans.  This  appoint- 
ment became  effective  February  5. 

Foster  previously  was  executive  director  of 
South  Dakota  Medical  Service,  Inc.  ( Blue 
Shield),  headquartered  in  Sioux  Falls  and  has 
served  in  this  capacity  since  1956.  He  spear- 


headed the  organization  planning  for  establish- 
ment of  Blue  Shield  in  South  Dakota.  He  also 
served  as  the  executive  secretary  of  the  South 
Dakota  Medical  Association  and  executive  sec- 
retary of  the  South  Dakota  State  Board  of  Medi- 
cal and  Osteopathic  Examiners. 

Foster  has  had  an  extensive  career  in  the 
health  field.  He  was  the  founding  executive  sec- 
retary of  the  South  Dakota  Heart  Association, 
and  later  the  founding  secretary  of  the  South 
Dakota  Mental  Health  Association.  He  has  also 
been  active  in  the  South  Dakota  Tuberculosis 
and  Health  Association  and  the  South  Dakota 
Public  Health  Association.  During  World  War 
II  he  served  in  the  Army  Medical  Corps. 

He  is  national  chairman  of  the  Kerr-Mills  task 
force  for  the  National  Association  of  Blue  Shield 
Plans,  and  is  also  secretary  of  District  X Blue 
Shield  Plans.  He  has  served  on  the  Advisory 
Committee  to  the  American  Medical  Association 
on  Public  Relations.  From  1951  to  1952  he  served 
in  the  House  of  Representatives  of  the  South 
Dakota  Legislature. 

“We  are  getting  one  of  the  top  young  execu- 
tives in  the  prepayment  field,  and  we  are  de- 
lighted that  he  has  accepted.  His  abilities  and 
knowledge  in  the  areas  of  health  and  legislative 
matters  will  be  of  incalculable  value  to  the 
Plans,”  said  Morris  and  Doctor  McCulley  in  a 
joint  statement. 

Foster  is  a graduate  of  Alma  College,  Alma, 
Michigan,  and  did  graduate  work  at  the  Uni- 
versity of  Michigan.  He  is  married,  and  has  one 
son,  Edwin,  a college  student,  and  two  daughters, 
Denise  and  Diana.  They  will  join  him  after  the 
completion  of  their  June  school  terms,  and  will 
reside  in  the  Phoenix  area. 


Arizona  Ophihalmological  Society  Meeting 


The  first  scientific  meeting  of  the  Arizona 
Ophthalmological  Society  was  held  on  December 
8,  1963  at  the  New  York  Giants’  Motel  in  Casa 
Grande.  The  meeting  was  well  attended  (by  ap- 
proximately forty-five  members  of  the  Society). 

Guest  speakers  included  Dr.  Hermann  Burian, 
Professor  of  Ophthalmology  at  the  University  of 
Iowa  Medical  School  in  Iowa  City,  Iowa  and 
Dr.  J.  Lawton  Smith,  Associate  Professor  of 
Ophthalmology  at  the  University  of  Miami.  Dr. 


Burian  discussed  the  problem  of  A-V  Syndromes 
— while  Dr.  Smith  presented  three  pearls  regard- 
ing Applanation  Tonometry,  Diabetes  and  Ocu- 
lar Syphilis. 

After  the  scientific  discussions,  a short  busi- 
ness meeting  was  held  — followed  by  dinner. 

The  next  regular  meeting  of  the  Arizona  Oph- 
thalmological Society  will  be  held  in  conjunction 
with  the  Arizona  Medical  Association  meeting  in 
Chandler  in  the  spring  of  1964. 
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Doctor  Homer  Honored  By  AMA 
Colleagues 

The  following  is  an  excerpt  from  the  official 
transcript  of  the  action  of  the  House  of  Delegates 
at  the  17th  Annual  Clinical  Meeting  of  the  Amer- 
ican Medical  Association  held  in  Portland,  Ore- 
gon last  December. 

On  Monday  the  delegate  from  Arizona  asked 
for  the  permission  of  introducing  a resolution 
which  did  not  get  in  your  Handbook  and  I will 
ask  for  unanimous  consent  for  that  purpose.  I 
hear  no  objections,  so  Dr.  Beaton  is  recognized. 

DR.  BEATON:  Mr.  Speaker,  Members  of  the 
House: 

This  accolade  to  Dr.  Hamer  is  a resolution 
jointly  sponsored  by  myself,  representing  Arizo- 
na, and  more  meaningfully  by  Dr.  Hamer’s  col- 
league and  friend  of  many  years  standing  in  this 
House,  Eustace  A.  Allen  of  Georgia,  as  a spokes- 
man for  the  other  delegations  in  the  House.  May 
I add,  sir,  that  since  this  statement  has  been 
prepared  I have  been  beseeched  by  many  who 
wished  to  co-sponsor  it.  I do  not  list  them  only 
lest  by  inadvertance  I omit  a name.  Truly,  this 
resolution  is  one  brought  forward  by  all  the 
states.  These  clumsy  words  are  mine  but  the 
voice  is  the  voice  of  the  House  speaking  fondly 
of  one  of  its  own. 

Whereas,  Jesse  D.  Hamer  has  contributed  to 
the  deliberations  of  the  House  of  Delegates  of 
the  American  Medical  Association  as  delegate 
from  his  state  for  thirty  years,  a term  of  continu- 
ous dedication  exceeded  by  no  physician  in  the 
history  of  this  body;  and 

Whereas,  Dr.  Hamer  was  vice-president  of 
our  Association  in  1957-58,  was  a member  of  the 
Council  on  Medical  Service  from  1947  through 
1953  and  has  labored  fruitfully  on  many  vital 
committees  that  have  guided  the  onward  course 
of  American  medicine;  and 

Whereas,  This  devoted  man  has  now  deter- 
mined that  he  can  join  our  deliberations  no  long- 
er so  that  this  17th  Clinical  Meeting  of  the  Amer- 
ican Medical  Association  will  be  the  last  in 
which  he  can  give  us  the  benefit  of  his  wise 
counsel;  and 

Whereas,  Arizona  is  proud  in  its  knowledge 
that  it  has  been  honored  to  give  a great  leader 
to  the  national  scene  of  our  profession;  there- 
fore, be  it 

Resolved,  That  the  House  of  Delegates  of  the 
American  Medical  Association  grant  its  official 


Jesse  D. 
Hamer,  M.D. 


commendation  to  Jesse  D.  Hamer  for  work  su- 
perbly accomplished,  as  a final  salute  from  his 
peers  in  this  House,  which  he  has  served  so  long 
and  loved  so  deeply. 

Mr.  Speaker,  my  personal  debt  to  Jesse  Hamer 
is  immeasurable.  I cannot  redeem  it.  The  debt 
of  every  member  of  this  House  and  every  mem- 
ber of  this  Association  is  in  a very  real  sense 
equal  to  mine. 

Mr.  Speaker,  I move  this  resolution,  and  on 
behalf  of  Dr.  Allen  and  myself  I beg  the  privi- 
lege of  asking  that  it  be  adopted  not  by  the  reg- 
ular calling  for  the  ayes  and  nays,  but  by  rising 
acclamation  of  the  House. 

SPEAKER  ROUSE:  The  Chair  asks  you  to 
vote  as  a Committee  of  the  Whole  by  rising. 

( Delegates  rise  and  applaud. ) 

Dr.  Hamer,  we  wish  — we  wish  to  assure  Dr. 
Hamer  he  will  be  a welcome  guest  in  this  House 
at  any  time.  Would  you  have  a word.  Dr.  Hamer. 

DR.  HAMER:  .1  rather  think  they  have  had 
enough  words  already  today.  The  hour  is  late, 
but  I do  want  to  express  a sense  of  deep  satis- 
faction of  having  had  the  privilege  of  serving  in 
this  House  so  long  from  my  state  and  during  its 
early,  formative  years  when  I came  to  this  House 
first  with  a membership  of  99  members  and  at 
my  own  expense  to  see  my  own  state  develop 
into  a strong  organization  operating,  I think,  ef- 
ficiently on  a par  with  other  state  associations, 
only,  perhaps,  on  a smaller  level.  I think,  too, 
that  it’s  been  one  of  the  greatest  satisfactions  of 
one’s  life  to  have  met  and  to  have  known  the 
leaders  of  our  profession  during  all  these  years 
from  the  president  on  down,  the  delegates  and 
all. 

And  while  I will  not  be  a member  again,  let 
me  assure  you  that  I will  show  up  at  some  of  the 
meetings.  Thank  you  very  much. 

( Applause ) 

SPEAKER  ROUSE:  Thank  you.  Dr.  Hamer. 
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Special  cough  formula  for  children 

Pediacof 


Each  teaspoon  (5  ml.)  contains  codeine  phosphate  5 mg., 

Neo-Synephrine®  hydrochloride  (brand  of  phenylephrine  hydrochloride)  2.5  mg., 
chlorpheniramine  maleate  0.75  mg.  and  potassium  iodide  75  mg. 

soothing  decongestant  and  expectorant 


bright  red, 
pleasant-tasting, 
raspberry-flavored  syrup 

Pediacof  is  different.  It  is  designed  espe- 
cially for  children,  and  each  ingredient  is  in 
the  right  proportion.  The  potassium  iodide 
in  Pediacof  is  so  well  masked  that  it  is  virtu- 
ally unnoticeable.  Children  like  the  sweet 
raspberry  flavor  of  bright  red  Pediacof. 

Dosage:  Children  from  6 months  to  1 year, 
Va  teaspoon;  from  1 to  3 years,  Vi  to  1 tea- 
spoon; from  3 to  6 years,  1 to  2 teaspoons; 
and  from  6 to  12  years,  2 teaspoons.  These 
doses  are  to  be  given  every  four  to  six  hours 
as  needed. 


How  supplied:  Bottles  of  1 6 fl.  oz. 


Available  on  prescription  only. 
Exempt  Narcotic. 


Side  effects:  The  only  significant  untoward 
effects  that  have  occurred  are  mild  anorexia 
and  an  occasional  tendency  to  constipation. 
However,  discontinuance  of  Pediacof  has 
seldom  been  required.  Mild  drowsiness  oc- 
curs in  some  patients  but,  when  cough  is 
relieved,  the  quieting  effect  of  Pediacof  is 
considered  beneficial  in  many  instances. 

Precautions  and  contraindications:  Patients 
with  tuberculosis  or  those  who  are  known 
to  be  sensitive  to  iodides  should  not  be  given 
Pediacof. 

Caution  should  be  exercised  if  Pediacof  is 
administered  to  patients  with  cardiac  dis- 
orders, hypertension  or  hyperthyroidism. 

Warning;  May  be  habit  forming. 

Winthrop  Laboratories 
New  York,  N.Y. 


Vwnfhrop 


In  Chronic  Illness:  B and  C vitamins  are  therapy 


An  imbalance  of  water-soluble  vitamins  and  chronic  illness  often  go  hand  in  hand. 
STRESSCAPS,  containing  therapeutic  quantities  of  vitamins  B and  C,  is  formu- 
lated to  meet  the  increased  metabolic  demands  of  patients  with  physiologic  stress. 
In  chronic  illness,  as  with  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 


Stress  Formula  Vitamins  Lederle 


Each  capsule  contains: 

Vitamin  B|  (ThiamineMononitrate)  10  mg. 


Vitamin  82  (Riboflavin)  10  mg. 

Niacinamide  100  mg. 

Vitamin  C (Ascorbic  Acid)  300  mg. 

Vitamin  85  (Pyridoxine  HCI)  2 mg. 

Vitamin  81 2 Crystalline  4 mcgm. 

Calcium  Pantothenate  20  mg. 


Recommended  intake:  Adults,  1 capsule  j 
daily,  for  the  treatment  of  vitamin  de 
ficiencies.  Supplied  in  decorative 
minder"  jars  of  30  and  100;  bottles  &00  | 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  * Y. 


lir 


■ This  tastefully  furnished  living 
room,  in  early  American  style,  is  our 
Friendship  Room-  a feeling  of  home 


■ Rooms  are  equipped  with  regulation 
hospital  beds  of  all  heights,  easily  adjust- 
able for  the  patient’s  comfort.  Every 
room  is  tastefully  decorated 


/L/ 


The  ultimate  in  facilities,  comfort  and 
convenience  for  professional  care  is  offered 
by  Casa  Solana,  Tucson’s  finest  Nursing 
Home.  Designed  and  built  specifically  for 
the  purpose  it  serves,  Casa  Solana  offers 
excellent  accommodations  in  private,  semi- 
private and  ward  rooms  at  very  reasonable 
prices.  Patients  are  cared  for  in  strict  con- 
formance with  orders  and  a Registered 
Nurse  is  on  duty  24  hours  a day.  New 
and  modern  physical  therapy  facilities  are 
under  the  supervision  of  a licensed  ther- 
apist. Casa  Solana  is  only  one  mile  from 
Tucson  Medical  Center  and  convenient 
to  all  Tucson  hospitals  and  clinics.  Atten- 
tive, professional  care  is  offered  on  a full- 
time basis  and  patients  live  in  a pleasant, 
relaxed  home-like  environment. 


You  ore  cordially  invited  to  visit  and  inspect 
our  facilities  at  your  convenience. 


We  v/ill  be  pleased  to  provide  complete,  detailed 


■ Casa  Solana  dining  room  is  spacious  information  at  your  request. 

and  pleasant  and  can  accommodate  all 
patients  at  one  time. 

Robert  C.  Flattery,  Owner 


2310  N.  COLUMBUS  BOULEVARD 

( near  Grant  Road) 

TUCSON,  ARIZONA 


phone 


793-9351 
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Future  Medical  Meetings  and  Postgraduate  Education 


Combined  Meeting  of 

Western  Institute  on  Epilepsy 
Western  Cr  Central  EEC  Societies 
Maricopa  County  Pediatric  Society 
EEC  Technicians 

February  20-23,  1964 

Ramada  Inn  — Phoenix 
Friday  Symposium: 

AAaturational  Changes  in  Epileptiform 
Discharges 

Saturday  Seminar: 

Seisure  Disorders  in  Infancy 
and  Childhood 

Tours  of  the  Barrow  Neurological 
Institute  and  Epi-Hab  in  Phoenix 
are  scheduled. 


★ ★ ★ 


MARICOPA  COUNTY  GENERAL 
HOSPITAL 

1963-64  GUEST  LECTURE  SERIES 

9 a.m.  Rounds  at  County  Hospital 
1 1 a.m.  Lecture  at  County  Health  Department 
Auditorium 

FEBRUARY  15 

Speaker:  Charles  T.  Carmen,  M.D.  Associate 
Professor  of  Medicine  and  Head  of  Pulmon- 
ary Diseases,  University  of  California  Medi- 
cal Center,  San  Francisco. 

Topic:  "Sarcoidosis" 

MARCH  7 

Speaker:  Henry  Brainard,  M.D. 

Professor  of  Medicine  and  Chairman  of  the 
Department  of  Medicine,  University  of  Cali- 
fornia Medical  Center,  San  Francisco. 

Topic:  "Infections  of  the  Urinary  Tract" 


INTERNATIONAL  ACADEMY  OF 
PROCTOLOGY 
16TH  ANNUAL  MEETING 

February  29  - March  5,  1964 

Deauville  Hotel 
Miami  Beach,  Florida 

Outstanding  Scientific  program  planned 
Technical  & Scientific  exhibits 
Symposia 

Round  Table  Discussions 
Social  Activities 

Doctors  Ernest  Pohle  of  Tempe 
and  Jacob  Reichert  and  George  H.  M.  Thornton 
of  Phoenix  will  participate  in  program. 

To  submit  a paper  for  presentation 

Contact 

Donald  C.  Collins,  M.D. 

7046  Hollywood  Blvd. 

Hollywood,  California 


★ ★ ★ 


POSTGRADUATE  COURSE  IN 
GYNECOLOGICAL  PATHOLOGY, 
RADIO  THERAPY  & ENDOCRINOLOGY 

March  19-22,  1964 

Tuition:  $1  1 0.00 

Address  inquiries  to  Department  of  Obstetrics 
and  Gynecology,  Baylor  University  College  of 
Medicine,  Houston,  Texas,  77025. 


★ ★ ★ 

I 

t 

73rd  ANNUAL  MEETING  i 

ARIZONA  MEDICAL  ASSOCIATION 

April  29-May  2,  1964 

SAN  MARCOS  HOTEL  | 

CHANDLER  j 

PLAN  NOW  TO  ATTEND!  i 
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DOCTOR,  WILL  YOU  SPECIFY  DESERET'S  brand  of 

MEPROBAMATE 

Deso-Bamate 

Proprietary  protection  of  your  prescription 

with  generic  economy  to  your  patient. 

DESERET  PHARMACEUTICAL  CO.  - Salt  Lake  City,  Utah 

HOSPITAL  MEDICAL  CENTER,  LTD. 

100  E.  FOURTH  ST.  SCOTTSDALE,  ARIZONA 


Adjoining  Scottsdale  Baptist  Hospital 

Choice  medical  suites  available,  immediate  occupancy.  New  Medical  Center 
adjoining  Scottsdale  Baptist  Hospital  with  intercom  to  Medical  Center.  Excellent 
choice  of  facility  arrangements  for  a variety  of  doctors.  Several  suites  now 
occupied  by  established  area  physicians. 

For  Lease  Information 

A.  J.  Thorner  947-5441  - 946-9091 

CR  4-1289  (after  6:00  p.m.) 
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YOUR  PROFESSIONAL 
GROUP  ACCIDENT  AND 
SICKNESS 

INSURANCE  POLICY 

Approved  and  Recommended  by 
Your  Insurance  Committee  and 
Board  of  Directors 


☆ ☆ ☆ 


A Program  Designed  For 
The  Members  Of 

THE  ARIZONA  MEDICAL 
ASSOCIATIONJNC. 

By  The 

NATIONAL  CASUALTY  COMPANY 
OF  DETROIT 


☆ ☆ ☆ 


For  Complete  Information 

CONTACT 

CHARLES  A.  DELEEUW 

3424  N.  Central  Ave.  — AMherst  6*2403 


PIMA  COUNTY  REPRESENTATIVE 

RONALD  DEITRICH 

1 36  North  Stone  Avenue  MAin  3*0583 


reduce 

or  obviate 
the  need  for 

transfusions 
and  their 
attendant 
dangers 


KOAGAMIN  is  indicated  whenever 
capillary  or  venous  bleeding 
presents  a problem. 
KOAGAMIN  has  an  outstanding 
safety  record  --  in  25  years  of  use 
no  report  of  an  untoward  reaction 
has  been  received;  however, 
it  should  be  used 
with  care  on  patients 


with  a predisposition 
to  thrombosis. 


Each  cc  contains:  5 mg.  oxalic  acid,  2.5  mg.  malonic 
acid,  phenol  0.25%;  sodium  carbonate  as  buffer. 

Complete  data  with  each  1 Occ  vial.  Therapy  chart  on  request. 


CHATHAM  PHARMACEUTICALS,  INC. 

Newark  2,  New  Jersey 


Distributed  in  Canada  by  Austin  Laboratories,  Ltd.  • Paris,  Ontario 
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Protects  your 
angina  patient 
better  than 
vasodilators  alone 

‘Miltrate’  contains  both  pentaerythritol 
tetranitrate,  which  dilates  the  patient’s 
coronary  arteries,  and  meprobamate, 
which  relieves  his  anxiety  about  his  con- 
dition. Thus  ‘Miltrate’  protects  your  angi- 
na patient  better  than  vasodilators  alone. 

Pentaerythritol  tetranitrate  may  infre- 
quently cause  nausea  and  mild  headache, 
usually  transient.  Slight  drowsiness  may 
occur  with  meprobamate  and,  rarely,  al- 
lergic reactions.  Meprobamate  may  in- 
crease effects  of  excessive  alcohol.  Con- 
sider possibility  of  dependence,  particu- 
larly in  patients  with  history  of  drug  or 
alcohol  addiction.  Like  all  nitrate-con- 
taining drugs,  ‘Miltrate’  should  be  given 
with  caution  in  glaucoma. 

Dosage:  1 or  2 tablets  before  meals  and  at  bed- 
time. Individualization  required. 

Supplied:  Bottles  of  50  tablets. 

CML-9646 

Miltratef 

meprobamate  200  mg.+ 
pentaerythritol  tetranitrate  10  mg. 

WALLACE  LABORATORIES  / Cranbury,  N.  J. 


In  your  busy  night-and-day 
preoccupation  with  other 
people’s  lives,  it  is  very 
difficult  for  you  to  find  time 
to  think  about  your  own 
future. 


Yet  face  it  you  must  for  the 
sake  of  your  family. 


We  urge  you  to  join  with 
our  many  other  friends  and 
customers  of  the  medical 
profession,  and  arrange  for 
a visit  — with  your  lawyer— 
to  our  Trust  Department. 


Discuss  your  estate  plans  in 
detail.  Let  an  experienced 
Trust  Officer  show  you  how 
the  group-judgment  of 
specialists  in  the  Trust  field 
will  insure  your  estate 
being  handled  soundly, 
economically  — and  to  the 
letter  of  your  Will. 


; j^TRUST 

sd  ^ ^ Security  Bmldirig^ 

Resources  $900  Million 


Laboratories 


titedica!  Cehtef"  0(-^aif  ahd  Clinical  i.altpnatcnf 


1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 


DIAGNOSTIC  X-RAY 
CLINICAL  PATHOLOGY 
ELECTROCARDIOGRAPHY 


X-RAY  THERAPY 
TISSUE  PATHOLOGY 
BASAL  METABOLISM 


R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director  Martin  L.  List,  M.D.,  Radiologist 

Diplomaies  of  American  Board  of  Radiology 
Lorel  A.  Stapiey,  M.D.,  Consultant  Pathologist 


THE  DIAGHOSTIC  LABORATORY 

Complete  Medical  Laboratory  Service,  X-Ray  Diagnosis 
Radiation  Therapy,  Radioactive  Isotopes 


DEPARTMENT  OF  PATHOLOGY 

MAURICE  ROSENTHAL,  M.D. 
GEORGE  SCHARF,  M.D. 
SEYMOUR  B.  SILVERMAN,  AA.D. 
BLAND  GIDDINGS,  M.D. 
GERALDINE  PACE,  M.D. 


DEPARTMENT  OF  RADIOLOGY 

MARCY  L.  SUSSAAAN,  M.D. 


Diplomates  of  the  American  Boards  of  PATHOLOGY  and  RADIOLOGY 


1 1 30  E.  McDowell  Rd. 


Phoenix,  Arizona 


Phone  AL  8-1 601 


Information,  Price  Lists  and  Mailing  Containers  upon  request. 
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Pharmacy  Directory 


Your  Prescription  Store 


DIERDORF  PHARMACY 


Phone  BR  5-5212 

2315  N.  24th  St.  Phoenix,  Arizona 

AAilburn  F.  Dierdorf 


Fairmont  Pharmacy 

3231  East  McDowell  Road  Phoenix,  Arizona 

PRESCRIPTIONS  - DRUGS  - COSMETICS  - FOUNTAIN 
BRidge  5-5719  FREE  DELIVERY 


iScottsJale  call 

Lute's  Scottsdale  Pharmacy 

For 

PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1st  National  Bank 


SRUTWA  PHARMACIES,  INC. 

WH  5-3791 

Scottsdale  Medical  Center 
218  E.  Stetson  Drive 
Scottsdale,  Arizona 


Serving  Arizona 
Health  Needs 
Since  1908 


Phoenix  - Tucson  - Scottsdale  - Mesa  - Tempe 
Maryvale  - Glendale  - Westown  - Sunnyslope 
Paradise  Hills  - Globe  - Miami 
Casa  Grande  - Wickenburg 


DOCTORS'  CENTRAL  DIRECTORY 

Helen  M.  Barrasso,  R.N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 
CALL  EA  7-7471 
At  Your  Service  24  Hou/s  Daily 
3029  E.  2nd  St.  Tucson,  Arizona 

"Eastablished  1932" 


BUTLER'S  REST  HOME 

• Bed  Patients  and  Chronics 

• Television  • 24  Hour  Nursing  Care 

• Excellent  Food  • State  Licensed 

802  N.  7th  St.  Phoenix,  Arizona 

Telephone  AL  3-2592 
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POST-EZE  SYSTEMS  ARE 
AVAILABLE  FOR: 

★ ACCOUNTS  RECEIVABLE 

★ ACCOUNTS  PAYABLE-  PURCHASES 

■A  ACCOUNTS  PAYABLE -CASH  DISBURSEMENT 


Now,  small-  and  medium-size  offices 
can  effect  the  economies  of  mechanized 
accounting  without  buying  machines  or 
employing  specialized  operators. 

^ POST-m  simplified  plans  save 
up  to  66%  of  time,  eliminate  trans- 
cription errors,  and  keep  all  records  up- 
to-date  and  in  balance,  because:  — 

ONE  writing  posts  all  records 
ONE  simple  proof  proves  all  records 

To  Learn  How  you  will  save  up  to  66% 
(it  only  takes  10  minutes) 

CALL  FOR  TRAINED  REPRESENTATIVE 


PRINTING  • LITHOGRAPHY  - ROTARY 


Alpine  4-6611 
3111  N.  29th  Avenue 
PHOENIX,  ARIZONA 

MAin  2-2446 
604  N.  4th  Avenue 
TUCSON,  ARIZONA 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


A Low  Sodium  Diet  is 
Not  Complete  Without... 

Crystal  Distal 

STEAM  DISTILLED  WATER 

Scientifically  Processed 
and  Mineral  Free 


At  your  store 
or  call 


The  purest  water  available. 


AM  4-0221 

for 

FREE 

Home  Delivery 
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ALLERGY 


Physicians’  Directory 


E.  A.  GATTERDAM,  M.D. 

Fellow,  American  College  of  Chest  Physicians 
Fellow,  American  College  of  Allergists 
Academy  of  Allergy 

JOHN  F.  McKENNA,  M.D. 

Associate  Fellow,  American  College  of  Allergists 
Professional  Building,  15  E.  Monroe 
Phoenix  4,  Arizona  — Alpine  4-2174 


DANIEL  H.  GOODMAN,  M.D.,  F.A.C.P. 

Diplomate  American  Board  of  Internal  Medicine 
Fellow,  American  College  of  Allergists 
Fellow,  American  Academy  of  Allergy 

500  W.  10th  Place  31  W.  Camelback  Road 

Mesa  Phoenix 

969-3966  CR  7-3337 


Howard  M.  Purcell,  Jr.  M.D. 

James  A.  Smidt,  M.D. 

ALLERGY  OF  CHILDREN 

American  Board  of  Pediatrics 
American  College  of  Allergists 

322  W.  McDowell  Rd.  PHOENIX,  ARIZONA 

At  2-9731 


DERMATOLOGY 

GEORGE  K.  ROGERS,  M.D. 

DERMATOLOGY 

Diplomate  of  American  Board  of 
Dermatology  and  Syphilology 

Phone  Alpine  3-5264 

105  W.  McDowell  Road  Phoenix,  Arisona 


MALIGNANT  DISEASE 

JAMES  M.  OVENS,  M.D. 
F.A.C.S.  F.I.C.S. 

Diplomate  American  Board  of  Surgery 
Cancer  and  Tumor  Surgery 
X-ray  and  Radium  Therapy 

333  W.  Thomas  Road  Phone  279-7301 

Phoenix  13,  Arizona 


A.  L.  LINDBERG,  M.D. 

Neoplastic  Diseases 
Tucson  Tumor  Clinic 

721  N.  4th  Ave.,  Tucson,  Arizona 
Phone  MAin  3-2531 


ORTHOPEDIC  SURGERY 

THE  ORTHOPEDIC  CLINIC 
ORTHOPEDIC  SURGERY 

W.  A.  Bishop,  Jr.,  M.D.,  F.A.C.S.*  — A.  L Swenson,  M.D., 
F.A.C.S.*  — Ray  Fife,  M.D.,  F.A.C.S.*  — Sidney  L.  Stovall,  M.D., 
F.A.C.S.*  - Thomas  H.  Taber,  Jr.,  M.D.,  F.A.C.S.* 

Robert  A.  Johnson,  M.D.  — Paul  E.  Palmer,  M.D. 

*Diplomates  of  the  American  Board  of  Orthopedic  Surgery. 
2620  No.  3rd  Street  — Phoenix,  Arizona  — CR  7-621 1 


PATHOLOGY 

LOUIS  HIRSCH,  M.D. 
RALPH  H.  FULLER,  M.D. 
WILLIAM  M.  HINDMAN,  M.D. 
EDWARD  A.  BRUCKER,  M.D. 

Dipiomates  American  Board  of  Pathology 
Clinical  Pathology  — Pathologic  Anatomy 

1641  N.  Tucson  Blvd. 

Tucson,  Arizona 


PSYCHIATRY 

LEO  RUBINOW,  M.D. 

PSYCHIATRY 
AM  6-0630 

224  E.  Thomas  Rd.  Phoenix,  Arizona 
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RADIOLOGY 


R.  LEE  FOSTER,  M.D.,  F.A.C.R.,  F.A.C.P. 
MARTIN  L.  LIST,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Diagnostic  Roentgenology  and  X-Ray  Therapy 

1313  N.  Second  St. 

Phone  Alpine  8-3484 
Phoenix,  Arizona 


MARCY  L SUSSMAN,  M.D.,  F.A.C.R. 

Diplomate  of  American  Board  of  Radiology 

DIAGNOSTIC  RADIOLOGY 
THERAPEUTIC  RADIOLOGY 
RADIOISOTOPES 

1 130  E.  McDowell  Rd.  540  Wells  Fargo 

Phoenix,  Arizona  Scottsdale,  Arizona 

Alpine  8-1601  WHitney  5-3959 


SURGERY 

DELBERT  L.  SECRIST,  M.D.,  F.A.C.S. 

123  South  Stone  Avenue 
Tucson,  Arizona 

Office  Phone  AAA  2-3371  Home  Phone  EA  5-9433 


DONALD  A.  POLSON,  MD.,  M.  Sc. 

GENERAL  SURGERY 

Certified  by  the  American  Board  of  Surgery 
550  W.  Thomas  Road 
Phone  CRestwood  4-2081 
Phoenix,  Arizona 


LOWELL  C.  WORMLEY,  M.D.,  F.A.C.S. 

Mid-Town  Medical  Building 
1 North  12th  Street 
Phoenix,  Arizona 


ROBERT  L.  BEAL,  M.D 


OTTO  L.  BENDHEIM,  M.D 


PAUL  M.  BINDELGLAS,  M.D 


HAL  J.  BREEN,  M.D 


LEE  S.  COHN,  M.D 


T.  RICHARD  GREGORY,  M.D 


WILLIAM  B.  HAEUSSLER,  M.D 


THOMAS  F.  KRUCHEK,  M.D 


HAROLD  E.  McNEELY,  Ph.D 


ROBERT  C.  SHAPIRO,  M.D 


genera!  psychiatry  and  neurology 

..  .... 

child  psychiatry 


m 


WILLIS  L.  STRACHAN,  M.D. 


clinical  psychology 
psychiatric  social  work 

and  family  counselling 


ROY  WORTHEN,  M.D. 


5051  NORTH  34th  STREET 


PHOENIX  18,  ARIZONA 
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DANNY  T.  SEIVERT 
INSURANCE 

BOARD  CERTIFIED  GENERAL 
SURGEON; 

Malpractice  & Non-Cancelable  Disability 

Age  38;  married  with  family;  FACS;  licensed 

with  Guaranteed  Rates 

in  Arizona;  desires  association  with  group  or 

Professional  Programs  for  Professional  Men 

individual  in  practice  of  surgery.  No  objection 
to  limited  general  practice.  Available  at  present 

5133  N.  Central  Ave.  — Phoenix 

for  personal  interview  for  mutual  evaluation. 

Telephone  277-1487 

Reply  ARIZONA  MEDICINE,  Box  63-1-9. 

W.  B.  SAUNDERS  COMPANY  features  the  following  new  books  and  new  edi- 
tions in  their  full  page  advertisement  appearing  elsewhere  in  this  issue: 

1964  CURRENT  THERAPY  VOLUME 

New!  - Today’s  best  treatments  - ranging  from  up-dated  information  on  gen- 
eral immunization  to  new  agents  in  Rx  of  meningitis. 

BOCKUS  — GASTROENTEROLOGY 

New  (2nd)  Edition!  — An  eminent  3-volume  work.  Covers  all  known  primary 
and  secondary  disorders  of  the  digestive  tract  and  its  appendages. 

REUTER  — ATLAS  OF  UROLOGIC  ENDOSCOPY 

New!  — Explains  in  word  and  picture  precisely  how  to  use  the  endoscope. 
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tempting  strawberry  taste  treat 
for  your  iron-deficient  patients 


Zentron 


Iron,  Vitamin  B Complex,  and  Vitamin  C 


Combines  iron  with  B complex 


vitamins  in  a chewahle  tablet 


Additional  information  available  upon  request.  Eli  Lilly  and  Company,  Indianapolis  6,  Indiana. 


400137 


epilepsy  may  limit 
opportunity. 


r 


uiianiin 

(diphenylhydantoin) 


PARKE-DAVIS 


extends  horizons 


This  agent  "...has  brought  new  hope 
to  an  entire  generation  of  seizure  pa- 
tients  With  judicious  use,  it  may  be 

said  that  it  alone  is  responsible  for  the 
prevention  of  more  seizures  than  any 
other  drug.”* 

DILANTIN  (diphenylhydantoin)  can  help 
your  epileptic  patient  to  earn  a liveli- 
hood... to  prove  his  worth... and  to 
share  in  the  daily  give-and-take  as  a 
full-fledged  member  of  the  workaday 
world. 

Indications:  Grand  mal  epilepsy  and  cer- 
tain other  convulsive  states. 

Precautions:  Toxic  effects  are  infrequent; 
allergic  phenomena  such  as  polyarthrop- 
athy, fever,  skin  eruptions,  and  acute 
generalized  morbilliform  eruptions  with  or 
withiout  fever.  Rarely,  dermatitis  goes  on 
to  exfoliation  with  hepatitis,  and  further 
dosage  is  contraindicated.  Eruptions  then 
usually  subside.  Though  mild  and  rarely 
an  indication  for  stopping  dosage,  gingival 
hypertrophy,  hirsutism,  and  excessive  mo- 
tor activity  are  occasionally  encountered, 
especially  in  children,  adolescents,  and 
young  adults.  During  initial  treatment,  mi- 
nor side  effects  may  include  gastric  dis- 
tress, nausea,  weight  loss,  transient  ner- 
vousness, sleeplessness,  and  a feeling  of 
unsteadiness.  All  usually  subside  with  con- 
tinued use.  Megaloblastic  anemia,  aplastic 
anemia,  leukopenia,  granulocytopenia  and 
pancytopenia  have  been  reported.  Nystag- 
mus may  develop.  Nystagmus  in  combi- 
nation with  diplopia  and  ataxia  indicates 
dosage  should  be  reduced.  Periodic  ex- 
amination of  the  blood  is  advisable. 
DILANTIN  {diphenylhydantoin  sodium)  is 
supplied  in  several  forms  including 
Kapseals®  contain!  ng  0.1  Gm.  and  0.03  Gm. 
*Roseman,  Neurology  11:912,  1961.  33661 


PARKE-DAVIS 

FAFf(£.  DAV/S  i COMPANY,  Datnit,  Miefiigan  mn 


Help  protect  the  kidneys  and  other  threatened  organs 


When  treatment  of  hypertension  is  effective  the  danger 
of  damage  to  the  renal  system  is  reduced.*  " “Hyperten- 
sive patients  suffer  from  vascular  deterioration  roughly 
proportional  to  the  severity  of  the  hypertension . . . Reduc- 
tion of  blood  pressure  to  normotensive  levels  reduces 
or  arrests  the  progress  of  vascular  damage  with  a re- 
sultant decrease  in  morbidity  and  mortality.”*  Because 
Rautrax-N  lowers  blood  pressure  so  effectively,  it  will 
help  provide  this  important  protection  not  only  for  the 
kidneys  but  also  for  the  heart  and  brain  of  your  hyper- 
tensive patients.  Rautrax-N  is  effective  in  mild,^  moder- 
ate,®’'* or  severe  hypertension.'*’® 

Dosage:  Initially,  1 to  4 tablets  daily  preferably  at 
mealtime.  For  maintenance,  1 or  2 tablets  daily. 

Side  effects  and  precautions:  Rauwolfia  preparations 
may  cause  reversible  extrapyramidal  symptoms  and 
emotional  depression.  Caution  indicated  in  use  with 
depression,  suicidal  tendencies,  peptic  ulcer.  Minor  side 
effects:  diarrhea,  weight  gain,  nausea,  drowsiness.  Ben- 
droflumethiazide  may  cause  reversible  hyperuricemia 
and/or  gout,  unmask  latent  diabetes,  increase  glycos- 


uria in  diabetics.  Caution  indicated  in  use  for  patients 
on  digitalis,  with  severely  damaged  kidneys,  renal  in- 
sufficiency, increasing  azotemia,  cirrhosis.  Contraindi- 
cated in  complete  renal  shutdown.  Minor  side  effects: 
leg  or  abdominal  cramps,  pruritis,  paresthesias,  mild 
rashes. 


Supply:  Rautrax-N— capsule-shaped  tablets  providing 
50  mg.  Raudixin®  [Rauwolfia  serpentina  whole  rootl,  4 
mg.  Naturetin®  [bendroflumethiazide],  and  400  mg. 
potassium  chloride.  Rautrax-N  Modified— 50  mg.  Rau- 
dixin [Rauwolfia  serpentina  whole  root],  2 mg.  Nature- 
tin  [bendroflumethiazide],  and  400  mg.  potassium 
chloride,  in  capsule-shaped  tablets.  For  full  information, 
see  your  Squibb  Product  Reference  or  Product  Brief. 


References:  (1)  Moyer,  J.  H.,  and  Heider,  C.:  Am.  J.  Cardiol. 
9:920  (June)  1962.  (2)  Brest,  A.  N.,  and  Moyer,  J.  H.:  Penn- 
sylvania M.  J.  6.1:545  (Apr.)  1960.  (3)  Berry,  R.  L.,  and  Bray, 
H.  P. : J.  Am.  Geriatrics  Soc.  70:516  (June)  1962.  (4)  Hutchison, 
J.  C.:  Current  Therap.  „ 

Squibb 

Squibb  Quality  ( 
the  Priceless  Ingredient 


Res.  4:610  (Dec.)  1962. 
(5)  Feldman,  L.  H.:  North 
Carolina  M.  J.:  23:248 
(June)  1962. 


SQUIBB  DIVISION  ' 


RAUTRAX-N  RAUWOLFIA  SERPENTINA  WHOLE  ROOT  (50  MG.), 
BENDROFLUMETHIAZIDE  (4  MG.)  WITH  POTASSIUM  CHLORIDE  (400  MG.),  SQUIBB 
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Special  cough  formula  for  children 

Pediacof 


Each  teaspoon  (5  ml.)  contains  codeine  phosphate  5 mg., 

Neo-Synephrine®  hydrochloride  (brand  of  phenylephrine  hydrochloride)  2.5  mg., 
chlorpheniramine  maleate  0.75  mg.  and  potassium  iodide  75  mg. 


soothing  decongestant  and  expectorant 


bright  red, 
pleasant-tasting, 
raspberry-flavored  syrup 


Pediacof  is  different.  It  is  designed  espe- 
cially for  children,  and  each  ingredient  is  in 
the  right  proportion.  The  potassium  iodide 
in  Pediacof  is  so  well  masked  that  it  is  virtu- 
ally unnoticeable.  Children  like  the  sweet 
raspberry  flavor  of  bright  red  Pediacof. 

Dosage:  Children  from  6 months  to  1 year, 
14  teaspoon;  from  1 to  3 years,  V2  to  1 tea- 
spoon; from  3 to  6 years,  1 to  2 teaspoons; 
and  from  6 to  1 2 years,  2 teaspoons.  These 
doses  are  to  be  given  every  four  to  six  hours 
as  needed. 


How  supplied:  Bottles  of  1 6 fl.  oz. 


Available  on  prescription  only. 
Exempt  Narcotic. 


Side  effects:  The  only  significant  untoward 
effects  that  have  occurred  are  mild  anorexia 
and  an  occasional  tendency  to  constipation. 
However,  discontinuance  of  Pediacof  has 
seldom  been  required.  Mild  drowsiness  oc- 
curs in  some  patients  but,  when  cough  is 
relieved,  the  quieting  effect  of  Pediacof  is 
considered  beneficial  in  many  instances. 

Precautions  and  contraindications:  Patients 
with  tuberculosis  or  those  who  are  known 
to  be  sensitive  to  iodides  should  not  be  given 
Pediacof. 

Caution  should  be  exercised  if  Pediacof  is 
administered  to  patients  with  cardiac  dis- 
orders, hypertension  or  hyperthyroidism. 

Warning;  May  be  habit  forming. 

Winthrop  Laboratories 
New  York,  N.Y. 


W/nfhrop 
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Butazolidin® 

brand  of  phenylbutazone 
Tablets  of  100  mg. 


Proved  by  over  a decade 
of  clinical  experience. 

Geigy  Pharmaceuticals 
Division  of  Geigy 
Chemical  Corporation 
Ardsley,  New  York 


Butazolidin® 

alka 

Each  capsule  contains: 
phenylbutazone,  100  mg. 
dried  aluminum 
hydroxide  gel,  100  mg. 
magnesium 

trisilicate,  150  mg. 

homatropine 
methylbromide,  1.25  mg. 

It  works! 


When  your  patient  says: 


BRAND  OF  LOBELINE  SULFATE,  MRT 

help  curb  the  smoking  habit 


^ Help  induce  a feeling  of  satiety  similar  to 
that  of  tobacco  because  of  lobeline’s  phar- 
macological relationship  to  nicotine. 

M Permit  the  patient  to  indulge  his  oral  fixa- 
tion by  substituting  the  Nikoban  Pastille 
for  tobacco. 


B Utilize  the  anorexic  effect  of  lobeline  to  help 
the  patient  who  is  driven  to  compulsive  eat- 
ing when  he  discontinues  smoking. 

H Encourage  patient  cooperation  through 
pleasant  taste. 


Dosage  and  Administration:  In  order  to  obtain  the  maximum  benefit,  a Nikoban  Pastille  should  be  sucked  slowly  and 
taken  according  to  the  schedule  below.  Whenever  possible  a pastille  should  be  taken  after  meals. 


1st  week:  I pastille  every  1 to  2 hours  for  a maximum  of  12  pastilles  daily.  2nd  week:  1 pastille  every  3 hours.  3rd  week:  1 
pastille  every  4 hours.  -Ith  week:  1 pastille  every  4 to  6 hours.  Thereafter  1 pastille  may  be  taken  at  infrequent  intervals 
whenever  necessary.  In  some  instances  there  may  at  first  be  a slight  astringent  burr  of  the  tongue  and  throat.  This  will 
usually  disappear  as  treatment  with  Nikoban  Pastilles  progresses  and  is  no  cause  for  concern. 

Caution:  It  is  advisable  neither  to  smoke  nor  to  use  a smoking  deterrent  during  pregnancy. 

Formulation:  Each  Nikoban  Pastille  contains  0.5  mg.  lobeline  sulfate  in  a pleasant  tasting  spiced-cherry  base. 


Availability:  In  packages  of  50  pastilles. 


References:  1.  Goodman,  L.  S.  and  Gilman,  A.:  The 
Pharmacological  Basis  of  Therapeutics.  New  York, 
Macmillan,  1960,  Ed.  2,  pp.  620-622;  2.  Edmunds, 
C.  W.:  J.  Pharmacol,  and  Exper.  Therap.,  1:27,  1909; 

3.  Hazard,  R.  and  Savini,  E.  Gand.,  92:471,  1963. 

4,  Dorsey,  J.  L.:  Ann.  Int.  Med.,  10:628,  1936;  5.  Ras- 
mussen, K.  B.:  Ugeskr.laeger,  118:222,  1956;  6.  Ejrup, 
B.;  Sven.  lak.  Tid.,  53:2634,  1956;  7.  Jochum,  K.  and 
Jost,  F.:  Munch,  med.  Wchnschr.,  103:618,  1961;  8. 
lost,  F.  and  Jochum,  K.:  Med.  Klin.,  54:1049,  1959; 
9.  Smoking  and  Health,  Summary  and  Report  of  the 
Royal  College  of  Physicians  of  London  on  Smoking. 
New  York,  Pitman,  1962. 


M.  R.  THOMPSON,  Inc.,  Medical  Department-  BB 
711  Fifth  .Vteiuie,  New  York,  New  York  10022 

Gentlemen: 

Please  send  me  a trial  supply  of  NIKOBAN  Pastilles. 

NAME M.D. 

ADDRESS 

CITY ZONE STATE 

TYPE  OF  PRACTICE 


M.  R.  THOMPSON,  INC.  • NEW  YORK,  NEW  YORK  10022 
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PROFESSIONAL  LIAISON  COMMITTEE 

Meeting  of  the  Professional  Liaison  Cominiteee  of  The 
Arizona  Medical  Association,  Inc.  held  Saturday,  Decem- 
ber 7,  1963,  in  the  Pool  Room  of  the  Francisco  Grande 
Motor  Hotel,  Casa  Grande,  Arizona,  following  luncheon, 
convened  at  2:55  P.M.,  Hugh  H.  Smith,  M.D.,  Chair- 
man, presiding. 

ROLL  CALL 

Present: 

Drs.  Brewer,  W.  Albert,  President-elect;  McKhann, 
George  G.;  Payne,  William  G.;  Rhoades,  Albert  L.; 
Smith,  Hugh  H.,  Chairman;  Steen,  William  B.,  Presi- 
dent; Wagner,  Albert  G. 

Staff: 

Boykin,  Paul  R.,  Assistant  Executive  Secretary 

Carpenter,  Robert,  Executive  Secretary 
Excused: 

Drs.  Hamer,  Jesse  D.;  Henderson,  Charles  E.,  Secre- 
tary; Kurtz,  Clyde  W.;  Rome,  Harold  J.;  Secrist,  Delbert 
L.;  Smith,  Noel  G. 

MINUTES 

It  was  regularly  moved  and  unanimously  carried  that 
the  minutes  of  the  meeting  of  this  committee  held  July 
13,  1963,  be  approved  as  printed  and  circulated  among 
the  members. 

REPORTS  OF  SUBCOMMITTEES 

Allied  Professions 

Doctor  Kurtz  not  being  in  attendance,  no  report  was 
given;  however,  it  was  indicated  that  a written  report 
was  anticipated  at  an  early  date. 

The  central  office  was  directed  to  duplicate  the  report 
of  the  subcommittee  on  Allied  Professions  on  receipt 
thereof  and  disseminate  the  same  among  the  members 
of  the  Professional  Liaison  Committee  for  their  edifica- 
tion, any  action  recommended  to  await  the  ne.xt  meeting 
of  the  committee. 

Careers  and  Arizona  AMERF 

Doctor  Wagner  presented  his  report  of  the  subcom- 
mittee on  Careers  and  it  was  indicated  that  a written 
report  would  be  submitted  for  the  edification  of  the 
Board  of  Directors. 

It  was  determined  to  obtain  the  exact  cost  of  the  dis- 
play stands  and  poll  the  committee  by  letter  for  approval 
or  disapproval  of  tbe  purchase. 

Doctor  Wagner  presented  his  report  of  the  subcom- 
mittee on  Arizona  AMERF  and  it  was  indicated  that  a 
written  report  would  be  submitted  for  the  edification 
of  the  Board  of  Directors. 

It  was  determined  that  the  central  office  obtain  tbe 
AMAERF  displays  for  use  at  county  and  state  medical 
meetings,  sending  at  least  one  to  each  component  county 
medical  society  for  their  consideration. 

Governmental  Medical  Staffs 

Doctor  Payne  reported  that  no  new  problems  had 
been  directed  to  or  come  to  the  attention  of  the  sub- 
committee. 

Nurses  — Medicine  and  Religion 

Doctor  Secrist  not  being  in  attendance,  no  report  was 
given. 


Arizona  Medical  Association  Reports 

Public  and  School  Health 

State  Health  Advisory  Committee— Arizona  Congress 
of  Parents  and  Teachers,  Inc. 

Doctor  Rhoades  appointed  to  represent  ArMA  and 
tlie  Professional  Liaison  Committee  as  a member  of  tbe 
State  Health  Advisory  Committee  of  the  Arizona  Con- 
gress of  Parents  and  Teachers,  Inc.,  reported  that  he 
had  accepted  such  assignment  and  had  attended  two 
meetings  of  the  group  indicating  a detailed  report  at 
some  future  date. 

Arizona  State  Public  Health  Department  — Legislation 

The  Professional  Liaison  Committee  by  motion  regu- 
larly made  and  carried,  recommends  to  the  Board  of  Di- 
rectors of  ArMA,  (1)  that  the  salary  limitation  for  the 
Director  of  the  State  Health  Department  be  increased 
to  $22,000.00  per  annum;  (2)  that  the  named  irersonnel 
in  the  proposed  1964-65  budget  of  the  State  Health  De- 
partment be  urged  added  to  the  staff  of  the  State  Health 
Department;  and  (3)  that  we  make  no  comment  on  the 
budget  itself. 

Hospital  - Convalescent  Home  Licensing  Rules  and 
Regulations  — Revisions 

The  committee  held  considerable  discussion  on  the 
subject  of  Ho.spital,  Sheltered  Care  Homes,  Nursing 
Homes  and  Convalescent  Homes  Licensing  Rules  and 
Regulations,  together  with  the  proposed  amendments 
thereto,  offered  by  the  State  Dep)artment  of  Flealth,  the 
Arizona  Nurses  Association  and  the  Arizona  Hospital 
Association. 

The  following  recommendations  and  questions  were 
posed: 

1.  General  hospital  licensure  should  require  adequate 
laboratory  and  radiological  facilities  within  the  institu- 
tion. 

2.  What  is  the  exact  meaning  and  effect  of  the  phrase, 
“a  graduate  registered  nurse  licensed  in  Arizona  on  duty 
at  all  times”,  when  applied  to  small  hospitals  in  outlying 
communities? 

3.  Hospital  licenses  should  not  be  issued  to  institutions 
that  do  not  meet  all  requirements  relative  thereto  as 
stated  in  the  rules  and  regulations  of  the  Arizona  State 
Department  of  Health. 

It  was  determined  that  Doctor  Brewer  would  contact 
Lloyd  M.  Farner,  M.D.,  Commissioner,  Arizona  State 
Department  of  Health,  posing  the  foregoing  question 
and  suggestions  on  Monday,  December  9,  1963,  prior  to 
tbe  Department’s  meeting  scheduled  for  December  10, 
1963. 

Related  Non-Official  National  Organizations 

Doctor  Rowe,  being  unable  to  attend  the  meeting, 
filed  the  following  report: 

“There  has  been  no  subcommittee  meeting  since 
the  last  professional  liaison  committee  meeting.  Con- 
tact has  been  made  from  time  to  time  veibally  with 
other  members,  and  there  seems  to  be  no  news  of 
significance  to  report.  All  of  tbe  national  organiza- 
tions that  we  have  been  in  contact  witli  have  medi- 
cal representation  through  various  members  of  the 
society,  and  I think  it  could  be  stated  tliat  the  med- 
ical association  is  well  represented  on  these  boards”. 
Water  and  Air  Pollution 

14octor  McKhann  reported  on  the  activities  rclati\e 
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to  water  and  air  pollution  in  Maricopa  County  and  an- 
ticipated legislative  proposals  to  the  Arizona  State  Legis- 
lature. 

It  was  regularly  moved  and  carried  that  Doctor  Mc- 
Khann  prepare  appropriate  resolutions  for  the  support 
of  these  activities  for  the  House  of  Delegates  of  ArMA, 
in  1964,  from  the  Professional  Liaison  Committee. 
Woman’s  Auxiliary 

The  committee  was  informed  of  the  appointment  of 
Jesse  D.  Hamer,  M.D.  to  its  membership  composite  by 
the  Board  of  Directors  and  on  recommendation  of  the 
Chairman,  approved  the  assignment  of  Doctor  Hamer 
as  Chairman  of  the  subcommittee  for  the  Woman’s 
Auxiliary. 

Doctor  Steen  suggested  that  an  ad  hoc  Committee  for 
the  Woman’s  Auxiliary  be  appointed  at  this  time  and 
that  the  By-Laws  be  amended  to  include  a standing 
Advisory  Committee  to  tbe  Woman’s  Auxiliary. 

It  was  determined  that  Doctor  Brewer  would  prepare 
appropriate  resolutions  for  an  Advisory  Committee  to 
the  Woman’s  Auxiliary  and  Doctor  Steen  indicated  he 
would  appoint  an  interim  ad  hoc  Committee  at  this  time. 

OTHER  BUSINESS 

On  recommendation  of  the  Chairman,  the  committee 
determined,  there  being  business  for  consideration,  that 
its  next  meeting  be  called  to  convene  in  Casa  Grande 
during  February,  1964. 

MEETING  ADJOURNED  AT  5:50  P.M. 

Respectfully  submitted  for  Gharles  E.  Henderson, 
M.D.,  Secretary  by 

Paul  R.  Boykin 

Assistant  Executive  Secretary 

* » 

LEGISLATIVE  COMMITTEE 

Meeting  of  the  Legislative  Committee  of  The  Arizona 
Medical  Association,  Inc.,  held  Sunday,  January  19, 
1964,  in  the  French  Quarter  of  the  Safari  Hotel,  Scotts- 
dale, Arizona,  convened  at  10:1.5  a.ni.,  Jesse  D.  Hamer, 
M.D.,  Chairman,  presiding. 

ROLL  CALL 

Committee  Membership  — PRESENT:  Drs.  Brazie, 
Walter;  Carlson,  John  S.;  Curtis,  Bruce  N.;  Frissell,  Ben 
P.;  Hamer,  Jesse  D.,  Chairman;  Henderson,  Charles  E., 
Secretary;  Jarrett,  Paul  B.;  McDaniel,  W.  Shaw;  Steen, 
William  B.,  President;  Truman,  George  G. 

Advisory  Membership  — PRESENT:  Drs.  Brazie, 
Walter  (Mohave);  Daniels,  Albert  O.  (Yavapai);  Mowrey, 
Jack  I.  (Apache);  O’Brien,  Walter  M.  (Gila). 

STAFF:  Messrs.  Boykin,  Paul  R.,  Assistant  Execu- 
tive Secretary;  Garpenter,  Robert,  Executive  Secretary; 
Ledwidge,  Joseph  A.,  Executive  Assistant. 

GUESTS:  Dr.  Joseph  J.  Likos,  Phoenix. 

For  Luncheon:  Sen.  Paul  L.  Singer,  M.D.,  Phoenix; 
Rep.  Nelson  D.  Brayton,  M.D.,  Miami;  Rep.  Charles  W. 
Sechrist,  M.D.,  Flagstaff;  Rep.  W.  Paul  Sherrill,  M.D., 
Phoenix. 

COMMITTEE  MEMBERSHIP 

EXCUSED:  Drs.  Brewer,  W.  Albert,  President-elect; 
Dexter,  Richard  L.;  Manley,  Derrill  B.;  Matte,  Jr.,  Paul 
J.;  Mr.  Edward  Jacobson,  Counsel. 


ADVISORY  MEMBERSHIP 

EXCUSED:  Drs.  DeMarse,  Donald  F.,  Navajo;  Gross- 
man,  Raymond,  Gochise;  Heim,  Delmer  J.,  Pima;  La- 
Master,  Hugh,  Greenlee;  Matte,  Jr.,  Paul  J.,  Maricopa; 
Nelson,  Donald  E.,  Graham;  Podolsky,  Abe  I.,  Yuma; 
Potzler,  William  R.,  Santa  Gruz;  Walker,  Glen  H., 
Pinal;  Wood,  Jr.,  J.  Garland,  Goconino. 

MINUTES 

It  was  regularly  moved  and  unanimously  carried  that 
the  Minutes  of  the  meeting  of  the  Legislative  Committee 
held  February  .3,  1963  be  approved  as  printed  and 
circulated  among  the  members. 

ATOMIC  ENERGY  COMMISSION 

Presented  for  review  is  a proposed  act  to  be  introduced 
in  the  Senate  of  the  Twenty-sixth  Legislature  of  the 
State  of  Arizona,  Second  Regular  Session,  “RELATING 
TO  ATOMIG  ENERGY;  GREATING  THE  ARIZONA 
ATOMIG  ENERGY  COMMISSION;  PROVIDING  THE 
MEANS  FOR  THE  STATE  TO  TAKE  OVER  GER- 
TAIN  RESPONSIBILITIES  NOW  VESTED  IN  THE 
UNITED  STATES  ATOMIG  ENERGY  GOMMISSION; 
ESTABLISHING  THE  BASIS  FOR  ENGOURAGING 
THE  DEVELOPMENT  OF  NEW  PRIVATE  INDUS- 
TRIES; PRESGRIBING  THE  DUTIES  AND  AUTHOR- 
ITY OF  THE  GOMMISSION;  PROVIDING  EOR  THE 
LIGENSING  AND  REGULATION  OF  SOURGES  OF 
IONIZING  RADIATION;  PRESGRIBING  PENALTIES; 
AMENDING  TITLE  30,  ARIZONA  REVISED  STAT- 
UTES, BY  ADDING  GHAPTER  4,  ARTIGLES  1,  2 
AND  3,  AND  MAKNG  AN  APPROPRIATION.” 

The  above  referred  to  bill  was  i^resented  to  this  Gom- 
mittee  by  R.  Lee  Foster,  M.D.  of  Phoenix,  for  review 
and  consideration,  together  with  a summary  of  the 
Act.  Special  attention  was  directed  to  Article  2.  Licens- 
ing and  Registration,  Section  30-671.  Exceptions  reading: 
“A.  The  provisions  of  this  chapter  shall  not  be  con- 
strued to  limit  the  kind  or  amount  of  radiation  that 
may  be  intentionally  applied  to  a person  or  animal 
for  diagnostic  or  therapeutic  purposes  by  or  under 
the  direction  of  a licensed  practitioner  of  the  healing 
arts.” 

and  Section  30-672.  Licensing  and  registration  of 

sources  of  ionizing  radiation;  exemptions  reading: 

D.  A person  licensed  in  this  state  to  practice  as  a 
dentist,  chiropodist,  or  veterinarian  or  licensed  in 
this  state  to  practice  medicine,  surgery,  osteopathy, 
chiropractic,  naturopathy  or  any  other  system  or 
method  of  healing  shall  not  be  required  by  the  com- 
mission to  obtain  any  other  license  for  the  use  of  an 
X-ray  machine.” 

On  invitation,  Joseph  J.  Likos,  M.D.  of  Phoenix,  appeared 
before  the  Committee  to  offer  comments  as  regards 
the  creation  of  an  Arizona  Atomic  Energy  Commission, 
its  purposes  and  functions,  and  attempt  to  better  inform 
the  Committee  as  to  this  industrial  measure,  answering 
questions  to  clarify  such  intent  and  purpose. 

It  was  moved  by  Doctor  Brazie,  seconded  by  Doctor 
Carlson  and  unanimously  carried  that  this  proposed 
act  (if,  as  and  when  introduced  into  the  Twenty-sixth 
Arizona  State  Legislature,  Second  Regular  Session)  be 
recommended  accepted  by  the  Board  of  Directors  with 
the  following  amendments: 
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ARTICLE  1 - ADMINISTRATION 
Section  30-651.  Declaration  of  policy 
B.3.  To  coordinate  these  activities  and  studies  with 
other  groups  and  agencies,  public  and  private,  who 
are  active  in  the  fields  of  ionizing  radiation,  radiation 
sources  and  measurement,  and  atomic  energy  (strike 
the  period,  add  a comma,  and  add:)  AND  CO- 
OPERATE WITH  EACH  IN  ITS  RESPECTIVE 
FIELDS.  (Blocked  words  additional  language  as  pro- 
posed as  an  amendment). 

ARTICLE  2.  - LICENSINC  AND  REGISTRATION 
Section  30-672.  Licensing  and  registration  of  sources 
of  ionizing  radiation;  exemptions 
D.  A person  licensed  in  this  state  to  practice  as  a 
dentist,  chiropodist  or  veterinarian  or  licensed  in  this 
state  to  practice  medicine,  surgery,  osteopathy,  chiro- 
practic, naturopathy  or  any  other  system  or  method 
of  healing  shall  not  be  required  by  the  commission  to 
obtain  any  other  license  (delete;  “for  the  use  of  an 
X-ray  machine”  and  add;)  BUT  SHALL  BE  GOV- 
ERNED BY  THEIR  OWN  LICENSING  ACTS.  (De- 
letion of  words  as  quoted;  blocked  words  additional 
language  as  proposed  as  an  amendment). 

ARIZONA  STATE  BOARD  OF  PHARMACY  - 
ARIZONA  HOSPITAL  ASSOCIATION 

Called  to  the  attention  of  this  Committee  by  the  Ari- 
zona Hospital  Association  is  the  matter  of  recent  direc- 
tive of  the  Arizona  State  Board  of  Pharmacy,  giving 
written  notice  to  drug  manufacturers  and  wholesalers 
that  the  Pharmaceutical  Board  intends  to  enforce  the 
Arizona  statutes  prohibiting  manufacturers  and  whole- 
salers from  selling  drugs  to  any  person  or  corporation 
not  licensed  by  said  Board.  The  State  statutes  permit 
physicians  who  are  not  licensed  as  pharmacists  to  pur- 
chase and  keep  drugs  and  medicines  for  emergencies 
in  order  to  supply  the  immediate  needs  of  their  own 
patients.  The  Pharmaceutical  Board  is  of  the  opinion 
that  some  physicians  are  purchasing  drugs  and  medi- 
cines from  wholesalers  and  manufacturers  for  resale  and 
use  to  an  e.xtent  that  does  not  come  within  the  statutory 
e.xemption. 

Legislative  counsel  for  the  Pharmaceutical  Manufac- 
turers Association  has  suggested  tliat  the  attitude  of 
the  Arizona  Pharmacy  Board  will  place  smaller  hospitals 
in  an  awkward  position.  Counsel  for  the  Arizona  Hospital 
Association  does  not  believe  that  this  necessarily  will  be 
the  case,  inasmuch  as  notice  from  the  State  Pharmacy 
Board  does  not  in  any  way  suggest  that  said  Board  pro- 
poses to  limit  or  interfere  with  the  sale  of  drugs  and 
medicines  by  manufacturers  and  wholesalers  to  any 
hospitals  which  are  duly  licensed  by  the  State  Board. 
Under  Section  32-1971,  ARS,  smaller  hospitals  of  less 
tlian  100  beds  may  readily  obtain  a pharmacy  license  by 
engaging  the  services  of  a local  licensed  pharmacist  or 
of  a phannacist  inspector  from  the  State  Board,  who  is 
to  consult  periodically  with  the  hospital  administrator 
■concerning  the  labeling,  storage  and  dispensing  of  drugs. 
In  this  light,  counsel  for  the  State  Hospital  Association 
does  not  believe  that  there  is  any  occasion  for  that  body 
to  take  any  action  in  connection  with  this  matter,  unless 
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and  until  it  appears  tliat  the  interests  of  member  hos- 
pitals will  be  adversely  affected  by  the  declaration  from 
the  State  Pharmacy  Board  that  it  intends  to  enforce 
existing  pharmacy  legislation. 

It  would  appear  that  possibly  the  physician  is  pri- 
marily concerned  in  the  declaration  of  purpose  of  the 
Arizona  Pharmaceutical  Board  to  enforce  a provision  of 
an  existing  statute.  It  would  appear  that  in  most  in- 
stances the  doctor  of  medicine  is  not  interested  and 
should  not  be  in  the  sale  of  drugs  for  profit,  especially 
under  circumstances  where  a local  pharmacist  or  pharma- 
cists are  available  and  practicing.  Following  due  de- 
liberation and  discussion,  it  was  suggested  that  the 
physician  keep  alert  to  this  potential  problem  and 
keep  the  Association  informed  in  instances  of  failure 
on  the  iDart  of  a pharmacist  to  render  essential  services 
and  drugs  specified  in  the  filling  of  prescriptions. 

MEDICINE  AND  SURGERY  ACT 

During  the  First  Regular  Session  of  the  Twenty-sixth 
Legislature  of  the  State  of  Arizona  there  was  introduced 
in  each  chamber  Senate  Bill  105  and  House  Bill  150, 
a proposed  act  relating  to  medicine  and  surgery;  provid- 
ing for  continuation  of  the  Board  of  Medical  Exam- 
iners; prescribing  powers  and  duties  of  the  Board;  pro- 
viding for  licensing  and  regulation  of  the  practice  of 
medicine  and  surgery;  prescribing  penalties;  repealing 
Chapter  13  of  Title  32,  ARS,  and  amending  Title  32, 
ARS,  by  adding  a new  Chapter  13.  The  measure  failed 
of  enactment,  presumably  due  to  the  fact  that  the  Leg- 
islature did  not  have  sufficient  time  to  evaluate  the 
content  and  purpose.  While  certain  committee  hearings 
were  held  and  certain  amendments  to  the  initial  draft 
proposed,  no  final  action  is  of  record. 

Counsel  of  this  Association  has  prepared  for  rein- 
troduction the  1963  revision  of  the  Medicine  and  Surgery 
Act,  with  certain  of  the  amendments  suggested  incor- 
porated therein.  It  is  understood  that  the  measure  will 
be  introduced  Monday,  January  20,  1964,  and  it  is 
the  hope  the  Legislature  will  favorably  consider  the  bill 
and  cause  it  to  be  enacted  into  law. 

It  was  regularly  moved  and  unanimously  carried  that 
this  Committee  recommend  to  the  Board  of  Directors 
that  the  measure  proposed  for  reintroduction  receive  tlie 
approval  of  the  Board  with  active  support  authorization. 

BASIC  SCIENCE  CERTIFICATES  ACT 

Introduced  in  both  chambers  of  the  First  Regular 
Session  of  the  26th  Arizona  State  Legislature  was  Senate 
Bill  104  and  House  Bill  149,  amending  the  e.xisting 
statute  providing  for  Basic  Science  certificates.  Similarly 
this  measure  failed  of  enactment  in  1963  because  of 
the  inability  of  the  Legislature  to  adequately  consider 
the  measure  and  take  action.  It  is  proposed  to  introduce 
the  act  with  certain  amendments  proposed  last  year 
incorporated  therein.  It  is  anticipated  such  revision  w'ill 
be  introduced  in  the  Senate,  Monday,  January  20,  1964. 

It  was  regularly  moved  and  unanimously  carried  that 
this  Committee  recommend  to  the  Board  of  Directors 
that  the  measure  poiposed  for  reintroduction  recei\e 
the  approval  of  tlic  Board  with  acti\c  support  authori- 
zation. 
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KERR-MILLS  IMPLEMENTATION 

With  reference  to  Public  Law  778  (86th  Congress) 
referred  to  as  the  Kerr-Mills  Law,  during  the  First 
Regular  Session  of  the  26th  Legislature  of  the  State 
of  Arizona,  identical  bills  were  introduced  in  each 
chamber.  Senate  Bill  39  and  House  Bill  45,  providing 
for  medical  assistance  for  the  aged,  implementing  the 
Federal  Law  referred  to.  It  failed  of  enactment. 

Introduced  into  the  Second  Regular  Session  of  the 
Arizona  State  Legislature  is  Senate  Bill  34  (Senator 
Singer  and  Senator  Ahee),  providing  for  the  appropria- 
tion of  $310,000  to  the  State  Department  of  Public  Wel- 
fare to  purchase  medical  and  health  insurance  for  cer- 
tain low-income  persons,  si.\ty-five  (65)  years  of  age 
or  older;  amending  ARS  (adding  Article  3.1,  Sections 
46-261  through  268). 

Senator  Singer  reported  that  the  bill  as  presented 
removed  from  the  1963  version  the  limitation  on  home- 
stead property  on  which  such  person  resides  and  the 
land  contiguous  thereto,  which  has  a fair  market  value 
not  in  excess  of  $8,000.00;  removed  the  limitation  of 
$12.00  per  month  prejnium  to  cover  medical  and  health 
insurance  for  each  eligible  person  qualified  to  receive 
medical  assistance  for  the  aged;  and  provides  for  the 
inirchase  of  medical  and  health  insurance  on  a com- 
petitive basis,  making  it  possible  for  both  Blue  Cross- 
Blue  Shield  and  commercial  insurance  carriers  under- 
writing this  type  of  insurance  to  bid  thereon. 

It  was  regularly  moved  and  unanimously  carried  that 
this  Committee  recommend  to  its  Board  of  Directors 
active  support  of  this  legislation  dealing  with  the  imple- 
mentation of  the  Kerr-Mills  Law. 

ARIZONA  STATE  BOARD  OF  HEALTH 

The  Arizona  State  Board  of  Health  seeks  the  support 
of  this  Association  to  three  (3)  proposed  legislative  meas- 
ures to  be  introduced  into  the  Second  Regular  Session 
of  the  Twenty-sixth  Arizona  State  Legislature;  (1)  to 
raise  the  statutory  limit  of  the  Commission’s  salary  to 
$22,000.00;  (2)  authorization  of  a supplementary  budget 
of  $85,120.00  for  operation  of  the  new  Tuberculosis 
Sanitorium  during  the  balance  of  the  fiscal  year  1963- 
64;  and  (3)  an  operating  budget  increase  for  the  fiscal 
year  1964-65.  The  Board  of  Directors,  in  meeting  held 
November  24,  1963,  referred  this  request  to  its  Legisla- 
tive Committee  for  review  and  recommendation. 

It  was  reported  that  Senators  Brooke  and  Singer  have 
already  introduced  Senate  Bill  10  providing  a supple- 
mental appropriation  of  $83,120.00  to  the  Arizona  Tu- 
berculosis Sanitorium  for  current  operations,  with  an 
emergency  clause.  Through  press  release  (Arizona  Re- 
public, December  12,  1963),  it  is  reported  that  the 
Senate  Appropriations  Committee  in  meeting  held  De- 
cember 11,  1963,  praised  the  Arizona  State  Board  of 
Health  for  the  manner  in  which  its  budget  was  presented 
and  for  its  effort  of  economy.  The  budget  reflects  an 
increase  of  $500,000.00  of  which  approximately 
$300,000.00  reflects  the  estimate  of  cost  to  finance 
the  first  full  year  of  operation  of  the  new  Tuberculosis 
Hospital,  due  to  open  in  March  or  April  of  this  year. 

It  was  regularly  moved  and  unanimously  carried  that 
this  Committee  recommend  to  the  Board  of  Directors 
that  it  approve  the  proposed  increase  in  raising  the 


statutory  limit  of  the  salary  of  the  Commissioner  of  the 
Arizona  State  Department  of  Health  to  $22,000.00;  the 
supplemental  appropriation  of  $83,120.00  to  the  Arizona 
Tuberculosis  Sanitorium  for  current  operations;  and  an 
adequate  operational  budget  for  the  Department  for  the 
fiscal  year  1964-65. 

MEETING  ADJOURNED  FOR  LUNCHEON  AT 
12:45  P.M. 

# * # 

MEETING  RECONVENED  AT  2:45  P.M.,  ALL 
THOSE  PRESENT  DURING  THE  MORNING  SES- 
SION RESPONDING  “AYE”  TO  THE  ROLL  CALL 
WITH  THE  EXCEPTIONS  OF  DOCTORS  CARLSON 

AND  McDaniel,  doctor  hamer,  chairman, 
PRESIDING. 

PUBLIC  NUISANCES  DANGEROUS 
TO  PUBLIC  HEALTH 

The  Board  of  Directors  in  meeting  held  November  24, 
1963,  ceceived  from  the  Director  of  the  Coconino 
County  Health  Department  a proposal  revoking  Section 
36-601,  ARS,  and  offering  a substitute  therefor,  dealing 
with  Public  Nuisances  Dangerous  to  Public  Health  and 
providing  that  anyone  maintaining  any  one  of  the  con- 
ditions set  forth  in  Section  36-601  is  guilty  of  a mis- 
demeanor, punishable  by  not  more  than  $200.00  or  im- 
prisonment in  the  County  Jail  for  thirty  (30)  days  or  both. 

Considerable  discussions  ensued  and  it  was  frankly 
admitted  that  the  proposed  intent  and  purpose  of  this 
suggested  amendment  is  not  clear. 

It  was  moved  by  Doctor  Frissell,  seconded  by  Doctor 
Steen  and  unanimously  carried  that  this  matter  be 
referred  to  the  Arizona  State  Department  of  Health, 
calling  the  matter  to  its  attention,  should  it  care  to 
review  the  proposal  and  offer  comment. 

VIVISECTION 

At  a meeting  of  the  Legislative  Committee  held  De- 
cember 2,  1962,  the  matter  of  the  necessity  for  enacting 
legislation  providing  for  the  vivisection  of  animals  was 
discussed.  Counsel  reported  following  review  of  existing 
statutes  that  from  the  wording  thereof  and  of  the  Case 
Law  Interpretations,  it  appears  no  vivisection  legislation 
is  required;  further,  such  legislation  would  be  required 
if,  and  only  if,  either  animals  were  unavailable  from 
pounds  within  or  without  the  state  or  medical  re- 
searchers were  being  badgered  by  nuisance  suits.  It  was 
then  determined  to  defer  further  consideration  of  the 
subject  for  a period  of  one  year. 

It  was  moved  by  Doctor  Steen,  seconded  by  Doctor 
Frissell  and  unanimously  carried  that  further  considera- 
tion and  action  in  this  regard  does  not  appear  in- 
dicated. 

COMMUNICATIONS 
Ownership  of  Drug  Dispensaries 

Representative  John  H.  Haugh  (Pima),  by  letter  dated 
December  12,  1963,  sought  the  views  of  this  Associa- 
tion on  the  subject  of  ownership  of  drug  dispensaries. 
The  Committee  determined  to  refer  this  matter  to  the 
appropriate  committee  (Professional  Liaison  Committee) 
for  its  consideration. 

Commission  on  Alcoholism 

Karl  E.  Voldeng,  M.D.  of  Phoenix,  by  letter  dated 
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Januar>'  6,  1964,  presented  for  the  consideration  of  this 
Association,  a proposed  act  desirable  to  be  introduced 
into  tlie  Second  Regular  Session  of  the  House  Twenty- 
sixth  Arizona  State  Legislature,  an  act  ‘CREATING  A 
DIVISION  OF  THE  DEPARTMENT  OF  HEALTH  TO 
BE  KNOWN  AS  THE  COMMISSION  ON  ALCOHOL- 
ISM AND  PROVIDING  FOR  THE  APPOINTMENT 
OF  COMMISSION  MEMBERS  AND  THEIR  QUALI- 
FICATIONS AND  PROVIDING  FOR  EXPENSE  IN 
CONNECTION  WITH  THE  WORK  OF  THE  COM- 
MISSION: PROVIDING  FOR  THE  ELECTION  OF 
OFFICERS  OF  THE  COMMISSION:  PRESCRIBING 
THE  DUTIES  AND  POWERS  OF  THE  COMMIS- 
SION: PROVIDING  FOR  GIFTS  TO  FUNDS  OF  THE 
COMMISSION:  PRESCRIBING  THE  APPOINTMENT, 
QUALIFICATIONS  AND  DUTIES  AND  SALARY  OF 
THE  EXECUTIVE  DIRECTOR  OF  COMMISSION: 
PROVIDING  FOR  REPORTS  TO  THE  GOVERNOR 
AND  DEPARTMENT  OF  HEALTH:  PROVIDING 
FOR  AN  APPROPRIATION  FOR  THE  COMMISSION: 
AND  PROVIDING  FOR  SEVERABILITY  OF  THE 
PROVISIONS  HEREOF.’ 

It  was  the  determination  of  this  Committee  that  the 
proposed  legislation  be  referred  to  the  appropriate 
committee  (Professional  Committee)  of  this  Association 
for  its  review  and  recommendation  direct  to  the  Board 
of  Directors. 

Arizona  HEW 

General  Counsel,  representing  the  American  Medical 
Association,  has  been  advised  by  a Commissioner  of 
Education  of  one  of  the  western  states  that  a concerted 
move  seems  to  be  developing  to  combine  state  dapart- 
ments  of  education,  state  departments  of  health  and 
state  departments  of  welfare  in  a single  state  adminis- 
trative unit,  to  be  called  the  Department  of  Health, 
Education  and  Welfare.  It  is  understood  the  adminis- 
trative unit  would,  in  so  far  as  possible,  be  modeled 
after  the  Federal  Department  of  Health,  Education  and 
Welfare.  This  movement  is  called  to  the  attention  of  the 
Association  for  its  information.  Any  further  develop- 
ments to  this  end,  coming  to  the  attention  of  AMA,  will 
be  transmitted  promptly  for  the  edification  of  this 
Association. 

Received.  No  further  action  indicated  at  this  time. 

OTHER  BUSINESS 
Good  Samaritan  Legislation 

It  was  reported  that  three  (3)  bills  have  been  intro- 
duced already  into  the  Second  Regular  Session  of  the 
Twenty-sixth  Arizona  State  Legislature,  providing  for 
non-liability  of  physician  or  surgeon  rendering  gratutious 
emergency  aid  at  the  scene  of  emergency,  referred  to  as 
Senate  Bill  58,  (Sullivan  of  Gila),  House  Bill  4,  (Goetze 
of  Maricopa)  and  House  Bill  55,  (Brayton  of  Gila). 

It  was  regularly  moved  and  unanimously  carried  that 
it  be  the  recommendation  of  this  Committee  that  Good 
Samaritan  legislation  receive  the  approval  of  the  As- 
sociation. 
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In  your  busy  night-and-day 
preoccupation  with  other 
people’s  lives,  it  is  very  diffi- 
cult for  you  to  find  time  to 
think  about  your  own  future. 

Yet  face  it  you  must  for  the 
sake  of  your  family. 

We  urge  you  to  join  with 
our  many  other  friends  and 
customers  of  the  medical  pro- 
fession, and  arrange  for  a visit 
— with  your  lawyer  — to  our 
Trust  Department. 

Discuss  your  estate  plans  in 
detail.  Let  an  experienced 
Trust  Officer  show  you  how  the 
group-judgment  of  specialists 
in  the  Trust  field  will  insure 
your  estate  being  handled 
soundly,  economically  — and 
to  the  letter  of  your  Will. 
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TRUST  DEPARTMENT 


MEETING  ADJOURNED  AT  4:00  P.M. 

CHARLES  E.  HENDERSON,  M.D. 
Secretary 


RESOURCES  $900  MILLION 

MEMBER  FEDERAL  OEFOSIT  INSURANCE  CORPORATION 
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Fibre-free 

HYPOALLERGENIC 

formula 

® Provides  balanced  nutritional  values. 

I^An  excellent  formula  for  regular 
infant  feeding. 

@An  ideal  food  for  milk  allergies, 
eczema  and  problem  feeding. 

SOYALAC  helps  solve  the  feeding  problem  of 
prematures  and  infants  requiring  milk-free  diet. 

Strikingly  similar  to  mother’s  milk  in  composition 
and  ease  of  assimilation,  babies  thrive  on  SOYALAC. 

Clinical  data  furnish  evidence  of  SOYALAC’S  value 
in  promoting  growth  and  development. 

Protein  of  high  biologic  value  is  obtained  from  the 
soybean  by  an  exclusive  process. 


A request  on  your  professional  letterhead  or  prescription  form 
wilt  bring  to  you  complete  information,  and  a supply  of  samples. 

Medical  Products  Division 

LOMA  LINDA  FOODS 

RIVERSIDE,  CALIFORNIA  • MX.  VERNON,  OHIO 
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FOR  YOUR 
ELDERLY 
ARTHRITIC 
PATIENTS.. 


Side  Effects:  Occasionally,  mild  salicylism 
may  occur,  but  it  responds  readily  to  ad- 
justment of  dosage.  Precaution:  In  the 
presence  of  severe  renal  impairment,  care 
should  be  taken  to  avoid  accumulation  of 
salicylate  and  PABA.  Contraindicated:  An 
hypersensitivity  to  any  component. 

Also  available:  Pabalate— when  sodium 
salts  are  permissible.  Pabalate-HC— 
Pabalate-SF  with  hydrocortisone. 


Effectiveness,  dependability  and  reassuring  Safety  Factors  make 
Pabalate-SF  a logical  choice  for  antiarthritic  therapy  in  elderly  pa- 
tients—even  when  osteoporosis,  hypertension,  edema,  peptic  ulcer, 
cardiac  damage,  latent  chronic  infection  and  other  common  geriat- 
ric conditions  are  present.  The  potassium  salts  of  Pabalate-SF  can- 
not contribute  to  sodium  retention ..  .the  enteric  coating  assures 
gastric  tolerance.,  .and  clinical  experience  shows  that  this  prepara- 
tion does  not  precipitate  the  serious  reactions  often  associated  with 
corticosteroids  or  pyrazolone  derivatives. 


In  each  persian-rose  enteric-coated  tablet:  potas-;- 
slum  salicylate  0.3  Gm.,  potassium  para-aminobenf 
zoate  0.3  Gm.,  ascorbic  acid  50.0  mg. 

—the  new,  convenient  way  to  prescribe 
PABALATE-SODIUM  FREE  J 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 


After  Surgery:  B and  C vitamins  are  therapy 

Therapeutic  amounts  of  B and  C in  stress  formula  vitamins  often  are  vital  during  periods 
of  physiologic  stress.  STRESSCAPS,  designed  to  meet  increased  metabolic  demands, 
aids  in  achieving  a more  comfortable  convalescence,  a more  rapid  recovery.  After 
surgery,  as  in  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy 

STRESSCAPS 

Stress  Formula  Vitamins  Lederle 


Each  capsule  contains: 

VitaminBi  (ThiamineMononitrate)  10  mg. 


Vitamin  B2  (Riboflavin)  10  mg. 

Niacinamide  100  mg. 

Vitamin  C (Ascorbic  Acid)  300  mg. 

Vitamin  B6  (Pyridoxine  HCI)  2 mg. 

Vitamin  B|2  Crystalline  4 mcgm. 

Calcium  Pantothenate  20  mg. 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  de- 
ficiencies. Supplied  in  decorative  “re- 
minder" jars  of  30  and  100;  bottles  of  500. 
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LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y 

7282-^ 


In  Sprains,  Strains  and  Muscle  Spasm,  ^Soma’  Compound 

numbs  the  pain...not  the  patient 


A potent  analgesic  and 
a superior  muscle  relaxant 

1.  A sprain  or  fracture  is  not  a big  clinical  problem— 
but  it  does  hurt.  And  if  there  is  housework  to  do  and 
kids  to  mind,  the  patient  needs  something  to  numb 
the  pain. 

2. A.P.C.  compounds  have  limited  usefulness;  and 
the  patient  can  buy  them  without  your  prescription. 
Unfortunately,  most  of  them  are  too  mild  to  be  effec- 
tive for  sprains— and  more  potent  products  too  often 
make  the  patient  feel  ‘dopey’. 

3.  ‘Soma’  Compound  is  ideal  in  these  cases.  Since  it 
contains  both ‘Soma’  (carisoprodol)  and  acetophenet- 
idin  it  is  both  a potent  analgesic  and  a superior  mus- 
cle relaxant;  it  also  contains  caffeine  to  offset  any 
drowsiness  (“numbs  the  pain . . . not  the  patient”). 


4.  Why  not  try  ‘Soma’  Compound?  Dosage  is  1 or  2 
tablets  q.i.d.  For  more  severe  pain,  try  ‘Soma’  Com- 
pound-1-Codeine.  Dosage:  1 or  2 tablets  q.i.d. 

5.  Hypersensitivity  to  carisoprodol  may  occur  rarely. 
Codeine  may  produce  addiction,  nausea,  vomiting, 
constipation  or  miosis. 


carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg. 

Soma^Compound+Codeine  j 

carisoprodol  200  mg.,  acetophenefidin  160  mg.,  caffeine  32  mg., 
codeine  phosphate  16  mg.  (Warning -may  be  habit  forming.)  | 

\^/®WALLACE  LABOILVTORIES  j Cranbury,  N.J. 


CSO-9193 


THESE  STAINLESS-STEEL  PINS  TAKE  ON  THE  APPEARANCE  OF  TINY  FLAMING  CANDLES  BECAUSE  OF  THEIR  HIGH  PO 


This  pin  is  0.00032  of  an  inch  larger  than  perfect. 
As  a result,  it  is  rejected.  ■ Stainless-steel  pins 
like  this  are  used  to  mold  Lilly  capsules.  From 
each  tray  of  three  hundred  new  pins,  fifty  are 
selected  at  random.  The  diameter,  length,  taper, 
contour,  and  finish  are  carefully  measured.  If  the 
sensitive  electronic  measuring  devices  show  an 
imperfection  beyond  the  hairsplitting  limits,  the 


entire  tray  of  three  hundred  is  rejected.  ■ Lilly 
quality  control  draws  the  line  at  ± 0.0003  of  an 
inch  for  some  dimensions  and  + 0.0005  of  an  inch 
for  others.  A split  hair  can  mean  the  difference 
between  perfection  and  rejection  . . . another 
of  the  many  important  controls  that  add  im- 
measurably to  the  quality  of  the  finished  product. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.  S.  A. 
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Dr.  Enelovv 


A Brief  Review  of  Clinical 
Psychopharmacology 

by 

Allen  J.  Endow,  M.D, 


Terse  and  useful  comments  on  the  tranquilizers  and  anti-depressant 
medications. 


There  are  a great  number  of  drugs  presently 
available  for  the  treatment  of  psychiatric  ill- 
ness. It  often  seems  to  be  a list  that  grows  daily. 
With  extravagant  claims  to  evaluate,  the  medical 
practitioner  may  be  excused  if  he  has  difficulty 
in  determining  which  compound  to  use,  and 
under  what  circumstances.  Eailure  to  understand 
the  empirically  discovered  indications  with  re- 
sultant disappointing  results  leads  to  unwar- 
ranted condemnations  of  any  and  all  psychoac- 
tive drugs.  Used  wisely,  they  can  be  very  helpful 
in  the  management  of  psychiatric  patients.  In 
no  case  can  they  be  used  as  a substitute  for  a 
good  communicative  relationship  with  the  pa- 
tient. 

Many  of  these  compounds  are  so  similar  to 
others  that  one  need  not  be  familiar  with  a 
long  list;  a very  few  drugs  will  suffice  for  every- 
day use. 

The  classification  to  be  presented  is  a com- 
posite of  several  similar  classifications(l,2,3,4). 

Group  1.  The  Phenothiazines 

All  of  the  compounds  in  this  group  are  con- 
sidered “major”  tranquilizers.  They  are  capable 
of  reducing  extreme  tension  or  agitation  and  in 
many  instances  have  an  anti-psychotic  action. 
Some  have  even  been  shown  to  have  the  capacity 
to  suppress  delusions  and  hallucinations.  As  a 
consequence,  they  are  primarily  indieated  for 
psychotic  patients  — rarely  if  ever  for  neurosis. 

Presented  at  the  10th  annual  meeting,  Arizona  Academy  of 
General  Practice,  Tucson,  Arizona,  October  13,  1962. 

Associate  Clinical  Professor  of  Psychiatry,  University  of  South- 
ern California  School  of  Medicine,  Los  Angeles,  California. 


The  most  severe  degrees  of  neurotic  anxiety, 
particularly  of  the  pan-phobic  type,  will  some- 
times respond  only  to  phenothiazines.  Such  pa- 
tients may  sometimes  be  borderline  psychotics. 

The  anatomic  site  of  action  of  the  phenothia- 
zines differs  from  the  older  barbiturates  which, 
in  general,  act  most  strongly  on  the  cerebral 
cortex.  Although  these  compounds  affect  the 
cortex,  their  most  potent  action  is  subcortical 
and  affects  the  structures  associated  with  emo- 
tion, the  reticular  formation,  hypothalamus  and 
parts  of  the  rhinencephalon. 

The  pharmacological  action  of  this  group 
includes  the  following:  They  block  the  sympa- 
thetic nervous  system  giving  rise  to  parasympath- 
omimetic effects,  including  atropine-like  activity. 
They  have  anti-histamine  properties.  They  are 
all  anti-emetic,  though  to  varying  degrees.  In 
sufficient  dosage  they  are  capable  of  producing 
sedation,  hypnosis,  and  anesthesia.  These  dos- 
ages, however,  generally  are  far  in  excess  of 
therapeutic  doses.  They  potentiate  analgesics  and 
anesthetics.  In  experimental  animals,  they  block 
conditioned  reflexes.  ( 2 ) 

The  phenothiazines  can  be  divided  into  three 
major  subgroups.  All  have  the  phenothiazine 
nucleus  in  their  chemical  structure  and  differ 
only  in  the  substituents. 

The  dimethyl  subgroup  includes  chlorproma- 
zine  (Thorazine),  promazine  (Sparine),  triflupro- 
mazine  (Vesprin),  and  promethazine  (Phenergan). 
These  are  the  most  sedative  of  the  phenothia- 
zines and  are  therefore  most  useful  to  control 
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psychotic  agitation,  hyperactivity,  and  other 
psychotic  symptoms  for  which  a sedative  tran- 
quilizer would  be  desirable.  They  do  not  pro- 
duce nearly  the  degree  of  sedation  or  hypnosis 
that  the  barbiturates  would  if  given  in  sufficient 
amounts  to  control  psychotic  agitation.  Phener- 
gan  is  often  useful  in  promoting  sleep  in  psy- 
chotic patients. 

The  piperidyl  subgroup  contains  only  one 
compound  of  usefulness.  This  is  thioridazine 
(Mellaril).  It  is  used  in  the  same  situations  as 
the  dimethyl  subgroup.  It  is  probably  the  most 
sedative  of  the  phenothiazines.  In  my  experi- 
ence it  is  particularly  useful  in  eontrolling  the 
acute  manic  state. 

The  third  subgroup,  the  piperazine  phenothia- 
zines are  the  most  potent,  milligram  for  milli- 
gram, and  the  least  sedative.  They  are  therefore 
most  useful  in  those  psyehotic  conditions  in 
which  apathy  and  withdrawal  are  prominent. 
Unlike  the  other  two  groups,  they  are  not  contra- 
indicated in  depressed  psyehotic  patients,  though 
depression  does  not  respond  favorably  when 
phenothiazines  are  administered.  Because  of 
their  poteney,  side-effects  are  more  frequent  and 
more  marked.  Extrapyramidal  symptoms  are  al- 
most invariably  produeed  if  dosages  sufficient  to 
be  therapeutically  active  are  given.  These  drugs 
should  therefore  be  given  together  with  an  anti- 
parkinsonism preparation.  The  piperazine  eom- 
pounds  often  suppress  delusions  and  hallueina- 
tions  in  schizophrenic  patients. 

The  chief  representatives  of  this  group  are 
fluphenazine  (Prolixin,  Permitil),  trifluoperazine 
(Stelazine),  perphenazine  (Trilafon),  and  pro- 
chlorperazine (Compazine).  The  two  latter  pro- 
duce extrapyramidal  phenomena  more  than  any 
other  phenothiazines,  in  my  experienee;  though 
all  phenothiazines  do,  to  some  extent. 

Group  2.  The  Rouwolfio  Alkaloids 

These  drugs  are  particularly  active  in  sup- 
pressing sympathetic  nervous  system  activity, 
thus  producing  miosis,  bradycardia,  and  in- 
creased gastrointestinal  motor  and  secretory  ac- 
tivity. This  discomfort  plus  a state  of  lethargy,  a 
feeling  of  loss  of  contact  with  others,  and  de- 
pression are  the  reason  these  drugs  are  no 
longer  used  in  psychiatry. 

Group  3.  The  Diphenylmethanes 

This  group  lies  halfway  beUveen  the  pheno- 
thiazines and  the  minor  tranquilizers.  They  are 
unlikely  to  produce  severe  side-effects,  though 


in  rare  instances  Hydroxyzine  can  produce 
pseudo-parkinsonism.  They  all  have  marked  anti- 
histamine qualities,  have  an  atropine-like  effect, 
and  prolong  the  action  of  barbiturates.  They  do 
not  bloek  conditioned  reflexes  in  experimental 
animals(2).  The  chief  site  of  action  of  these 
drugs  is  the  hypothalamus.  They  include  the 
following  drugs: 

Hydroxyzine  (Atarax,  Vistaril)  is  the  most 
potent.  In  large  doses  (75  to  300  milligrams 
daily)  it  ean  be  used  for  the  borderline  psyehotie 
patient  with  marked  anxiety.  It  has  anti-spas- 
modic action  which  increases  its  usefulness.  In 
small  doses  (30  to  75  milligrams  daily)  it  is  use- 
ful in  the  less  severe  neuroses  where  a calming 
agent  is  desired.  It  does  not  seem  to  produce 
habituation  and  rarely  produees  serious  side- 
effects. 

Diphenhydramine  (Benadryl),  though  primari- 
ly used  for  its  anti-histamine  effect,  is  in  fact  a 
useful  mild  tranquilizer.  It  is  also  an  excellent 
hypnotic.  In  addition,  it  appears  to  have  anti- 
.spasmodic  action. 

Benactyzine  (Suavitil),  has  not  been  effective 
as  a treatment  for  anxiety.  It  is  also  promoted 
as  an  antidepressant,  but  there  is  no  evidenee 
that  it  has  any  antidepressant  activity. 

Group  4,  The  Modified  Glycols 
(Substituted  Propanediols) 

All  of  the  drugs  in  this  group  are  derivative 
of  the  musele  relaxant  mephenesin  (Tolserol), 
whieh  was  derived  from  glyeerol.  They  ap- 
parently depress  the  limbic  system  without  af- 
fecting either  the  cortex  or  the  hypothalamus. 

These  drugs  have  no  effect  on  the  autonomie 
nervous  system.  They  relieve  muscle  spasm.  In 
large  enough  doses  they  ean  cause  reversible 
skeletal  musele  paralysis.  They  raise  the  frustra- 
tion toleranee  level  and  decrease  the  effect  of 
stress(2).  Most  of  them  have  a depressing  effect 
on  the  patient  and  are  contra-indicated  for  de- 
pressed patients.  They  are  habituating.  The  com- 
monest one  in  use  is  meprobamate  (Miltown, 
Equanil).  Probably  no  drug  is  more  misused  than 
this  one.  Drug  dependence  and  addiction  to 
meprobamate  are  more  common  than  generally 
realized  and  withdrawal  symptoms,  including 
convulsions  have  been  observed.  Toxicity  is  not 
often  a problem,  but  skin  rash,  ehills  and  fever, 
and  gastro-intestinal  disturbanee  have  been  re- 
ported. Marked  drowsiness  and  ataxia  can  occur 
from  fairly  modest  over-dosages.  In  general,  this 
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drug  should  not  be  given  for  chronic  anxiety 
nor  to  patients  with  a history  of  drug  depend- 
ency. 

Another  similar  drug  is  phenaglycodal  (Ultran), 
about  which  less  is  known. 

The  minor  tranquilizers  in  widest  use  are 
meprobamate,  chlordiazepoxide  (Librium),  hy- 
droxyzine. Chlordiazepoxide  cannot  be  classified 
in  this  present  scheme.  It  is  more  potent  than 
meprobamate  and  seems  to  have  similar  indica- 
tions. It  is  not  especially  effective  in  the  psy- 
choses, but  seems  to  have  a particular  effective- 
ness in  the  anxious  obsessive-eompulsive  patient. 
Over-dosage  produces  drowsiness  and  ataxia. 
Drug  dependence  is  common  and  withdrawal 
symptoms  may  occur  after  prolonged  use. 

Group  5.  The  Substituted  Amides 

This  group  includes  the  barbiturates,  glute- 
thimide  (Doriden),  methyprylon  (Noludar),  and 
others.  Pharmacologically,  these  compounds  pro- 
duce sleep  and,  in  larger  doses,  anesthesia.  This 
appears  to  be  due  to  depression  of  the  reticular 
formation  and  the  cerebral  cortex.  Barbiturates 
particularly  depress  functions  of  the  cortical 
regions  concerned  with  analyzing  mechanisms  of 
vision,  audition,  and  other  perceptive  func- 
tions(2). 

Group  6.  The  Anti-Depressants 

Subgroup  1.  the  mono-amine  oxidase 
inhibitors  (MAO) 

These  drugs  have  a stimulant  effect  on  the 
central  nervous  system  which  is  relatively  short- 
lasting.  They  are  frequently  very  effective  as 
anti-depressants  but  have  sufficient  disadvan- 
tages to  warrant  great  caution  in  their  use.  They 
can  have  serious  toxic  effects  on  the  liver  with 
jaundice  and  even  death.  This  is  particularly 
true  of  the  hydrazine  derivatives,  perhaps  not 
so  true  of  the  one  non-hydrazine  MAO  inhibitor 
in  use,  tranylcypromine  (Parnate).  This  drug  is 
fairly  rapid  in  action,  easy  to  regulate,  and  very 
often  effective.  If  there  is  no  response  after 
10  days,  however,  it  is  pointless  to  continue  it. 
The  other  MAO  inhibitors  in  use  are  all  deriva- 
tives of  hydrazine  and  potentially  very  danger- 
ous. They  are  slow  in  onset  of  action  and  diffi- 
cult to  regulate.  They  may  cause  tremors,  over- 
stimulation  and  insomnia  (as  may  tranylcypro- 
mine also).  The  hydrazine  MAO  inhibitors  in- 
clude iproniazid  (Marsilid),  phenelzine  (Nardil), 
nialimide  (Niamid),  and  isocarboxazid  (Marplan). 
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Subgroup  2.  The  dibenzazipene  derivatives 

These  drugs  are  more  like  the  phenothiazine 
eompounds  than  the  MAO  inhibitors.  Chemical- 
ly, the  dibenzazipene  nueleus  is  very  similar 
to  the  phenothiazine  nueleus.  The  drugs  have 
an  inhibitory  or  suppressant  central  nervous 
system  effect.  The  electroencephalographie  pat- 
tern after  administration  of  these  drugs  is  similar 
to  that  produced  by  phenothiazines.  These  drugs 
are  especially  useful  in  agitated  depressions. 

Imipramie  (Tofranil),  has  had  extensive  use. 
It  is  often  effective  in  severe  depressions  with 
agitation.  Its  effect  is  slow,  and  depression  may 
not  begin  to  lift  for  7 to  28  days  after  adminis- 
tration has  begun.  Side-effects  are  frequent  and 
marked.  They  include  flushing,  excessive  per- 
spiration, dry  mouth,  constipation  and  postural 
hypotension. 

MITRIPTYLINE  (Elavil),  is  chemically  and 
pharmacologically  very  similar.  Side-effeets 
are  less  marked,  however,  and  its  action  is  not 
as  slow  as  that  of  imipramine,  though  imipramine 
seems  to  help  some  patients  with  severe  depres- 
sive states  who  are  not  helped  by  amitriptyline. 
The  dosages  are  similar,  75  to  100  milligrams 
daily.  Amitriptyline  often  is  successful  in  eon- 
trolling  agitation  in  depressed  patients.  Most 
patients  will  complain  of  drowsiness  for  two  or 
three  days  after  administration  is  begun. 

In  order  to  find  an  effective  antidepressant, 
it  may  be  necessary  to  try  several  different  ones. 
However,  if  the  physician  plans  to  discontinue 
one  type  and  use  a drug  of  the  other  type,  he 
should  interrupt  medication  for  a week. 

Deanol  (Deaner)  is  a eompound  which  is 
advertised  as  an  antidepressant.  It  is  chemically 
unrelated  to  the  above  compounds.  Although 
uncontrolled  elinical  studies  have  been  cited  as 
showing  it  to  be  useful,  the  only  controlled  study 
of  which  I have  knowledge  did  not  indicate  that 
it  is  an  effective  antidepressant. 

In  general,  finding  the  correct  drug  for  any 
patient  is  a matter  of  determining  the  target 
symptom  one  wishes  to  influence.  In  every  case, 
treatment  is  more  effective  where  the  physician 
is  able  to  establish  a good  eommunicative  rela- 
tionship with  the  patient. 
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The  Masking  of  Physical  Illness 
by  Psychiatric  Symptomatology 

by 

Paul  M.  Bindelglas,  M.D. 


Dr.  Bindelglas 


The  journal  welcomes  a contribution  from  one  of  Arizona's  psychia- 
trists. While  physicians  are  becoming  psychiatrically  oriented,  the  psychia- 
trists are  remembering  that  they  went  to  medical  school.  This  is  a healthy 
trend. 


The  interrelationship  of  psychological  difficul- 
ties to  organic  pathology  and  the  parts  that 
each  play  in  the  production  of  altered  function- 
ing are  problems  with  which  the  medical  profes- 
sion has  struggled  only  in  relatively  recent  times. 
It  is  since  the  beginning  of  this  century  that  the 
physical  causes  of  some  psychiatric  illnesses  have 
been  definitely  established,  e.g.,  senile  and  pre- 
senile  dementia  (2)  and  general  paresis.  Only 
since  the  time  of  Freud  (4)  has  scientific  consid- 
eration been  given  to  the  part  that  psychological 
factors  may  play  in  the  production  of  organic 
pathology  and  altered  physiological  functioning. 

At  first  most  physicians,  whose  training  had 
been  mainly  in  the  biological  sciences,  were 
somewhat  resistant  toward  consideration  of  emo- 
tional factors  in  the  illnesses  of  their  patients. 
As  a result  many  obviously  disturbed  patients 
were  subjected  to  excessive  diagnostic  tests  and 
questionable  treatments,  while  their  emotional 
pathology  was  ignored. 

Fortunately,  there  has  been  considerable  im- 
provement in  this  situation.  Especially  as  phy- 
sicians have  become  exposed  to  better  courses  in 
Psychiatry  in  medical  school,  they  have  become 
much  more  aware  of  the  significance  of  emo- 
tional and  psychological  factors  in  their  patients’ 
illnesses.  Not  infrequently,  this  has  resulted  in 
physicians,  who  are  not  too  perceptive  of  these 
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factors,  being  considered  unsophisticated  and  be- 
hind the  times.  Hardly  anybody  wants  to  be 
thought  of  in  this  way.  The  result  has  been  that 
the  views  of  many  physicians  have  become  ex- 
cessively focused  on  psychological  factors  (5,  6 ) . 
Thus,  whenever  emotional  symptoms  are  prom- 
inent, there  has  been  an  unfortunate  tendency 
to  attribute  all  of  the  patient’s  complaints  to 
these  factors  without  first  giving  enough  atten- 
tion to  the  investigation  of  possible  organic  ill- 
ness. 

There  are  several  kinds  of  conditions  in  which 
psychiatric  symptomatology  may  be  prominent 
and  thus  may  tend  to  mask  an  underlying  or- 
ganic illness. 

For  the  sake  of  simplicity  the  conditions  can 
be  divided  into  four  major  categories: 

Category  I 

The  Psychiatric  Patient  with 
Physical  Illness 

A patient  may  present  the  clinical  picture  of  a 
severely  neurotic  or  even  psychotic  individual, 
but  his  mental  illness  may  result  in  his  presenting 
his  physical  complaints  in  such  a bizarre  or  dis- 
torted way  that  they  may  be  discounted  and  thus 
overlooked. 

Case  l-A 

The  patient  was  a single,  34-year-old  man  who  had 
been  hospitalized  twice  within  the  year  for  paranoid 
schizophrenia.  For  si.x  months  following  his  last  dis- 
charge, although  still  delusional,  he  was  able  to  hold  a 
re.sponsible  job  and  maintain  himself  in  the  community. 
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At  this  time  there  developed  a severe,  though  transient, 
psychotic  episode  in  which  he  became  withdrawn  and 
confused.  During  this  period  he  became  very  angry  at 
me,  and  accused  me  of  causing  his  teeth  to  ache  by 
hypnotic  suggestion,  and  he  said  that  this  was  carrying 
the  treatment  too  far.  I assumed  that  his  complaint 
against  me  was  strictly  a psychotic  expression  in  sym- 
bolic terms  of  an  emotional  problem,  particularly  in  his 
relationship  to  me.  As  a result,  I completely  ignored  the 
possibility  that  there  was  any  organic  significance  to  his 
physical  complaints. 

Fortunately,  his  acute  psychotic  episode  (toothache 
and  all)  subsided  after  a few  days.  Nothing  further  was 
heard  about  these  symptoms  for  three  months.  Suddenly 
he  called  to  cancel  an  appointment,  saying  that  he  had 
a toothache  and  that  I was  up  to  my  old  tricks,  implying 
that  I was  hypnotizing  him  again.  I assumed  he  was  en- 
tering another  severe  psychotic  episode.  However,  when 
I saw  him  in  his  next  session,  his  jaw  was  very  swollen. 
This  time,  he  finally  got  to  a dentist. 

In  this  case  his  bizarre  psychotie  explanation 
for  the  significance  of  his  toothache,  together 
with  his  obviously  psychotic  behavior,  resulted 
in  my  completely  discounting  the  possible  or- 
ganic significance  of  his  physical  complaint. 

Case  l-B 

The  patient,  a 29-year-old,  single  male,  had,  in  addi- 
tion to  many  neurotic  problems,  frequent  somatic  com- 
plaints. With  an  inappropriate  smile,  he  would  often 
complain  of  pain  in  his  chest,  in  the  pre-cordial  region, 
and  in  his  back.  Finally  I sent  him  to  a competent  in- 
ternist who  did  a thorough  work-up  and  found  some 
limitation  of  motion  of  the  back.  However,  he  felt  that 
this  was  muscular  spasm  related  to  nervous  tension.  I 
have  since  heard  from  a colleague  that  the  patient  had 
an  operation  for  a ruptured  intervertebral  disc. 

Again,  since  the  patient  had  multiple  vague, 
somatic  complaints  with  inappropriate  affect, 
and  since  he  was  referred  by  a psychiatrist,  a 
competent  internist  discounted  the  significance 
of  the  findings  of  his  examination.  In  this  re- 
gard, it  has  not  been  uncommon  for  me  to  hear 
from  patients  that  they  don’t  want  their  medical 
practitioners  to  know  that  they  are  seeing  a psy- 
chiatrist. They  feel  that  as  soon  as  their  physi- 
eians  are  aware  of  this,  their  attitudes  toward 
them  change,  and  they  do  not  take  their  com- 
plaints as  seriously  as  they  did  before.  Of  course, 
there  may  be  some  element  of  neurotic  distor- 
tion in  this  feeling,  but  it  nevertheless  occurs 
often  enough  to  suggest  that  there  is  some  ele- 
ment of  truth  in  it. 

Category  II 

Organic  Conditions  Causing 
Psychiatric  Symptoms 

Included  in  this  group  are  the  so-called  “Soma- 
to-Psychic”  illnesses. 


Original  Articles 

They  may  be  divided  roughly  into  endocrine, 
nutritional,  metabolic,  neurological  and  toxic 
disturbances. 

It  is  beyond  the  scope  of  this  paper  to  describe 
these  conditions  in  any  great  detail.  All  have 
been  well  reported  in  the  literature.  Rather  it  is 
the  purpose  of  this  discussion  to  re-focus  atten- 
tion upon  their  existenee. 

Hyperthyroidism  (6),  myxedema  (7),  hyperin- 
sulinism  (8),  hyper-  (10,  II,)  and  hypo-parathy- 
roidism  (12)  are  well  known  examples  of  clear 
cut  endocrine  disorders  which  may  be  associated 
with  obvious  emotional  disturbances.  Gonadal, 
adrenal  or  pituitary  malfunetioning  ean  also  con- 
tribute to  psychiatric  problems  and  symptoms 

(14,  26). 

Endocrine  disturbances,  when  they  are  mild 
or  in  their  early  stages,  may  go  undetected  un- 
less one  is  alert  to  them.  Though  the  hormonal 
imbalance  may  be  insufficient  to  produce  obvi- 
ous physical  signs  and  symptoms,  the  added 
stress  to  the  individual  from  this  condition  may 
result  in  psychiatric  symptoms  in  a psycologic- 
ally  pre-disposed  individual  (14). 

Among  the  nutritional  disorders,  the  psychi- 
atric symptoms  in  classical  pellagra  from  nic- 
otinic acid  deficiency  are  well  known  (6,  15). 
However,  in  its  subclinical  form,  which  can  exist 
for  years,  pellagra  may  be  mistaken  for  anxiety 
neurosis;  and  in  a somewhat  more  severe  form, 
pellagra  can  be  confused  with  schizophrenia  or 
manic-depressive  psychosis.  However,  the  re- 
sponse to  nicotinic  acid  may  often  be  dramatic. 

Thiamin  deficiency  can  also  produce  irritabil- 
ity and  depression.  It  can  simulate  hysteria,  anxi- 
ety states,  and  other  neurotic  or  even  psychotic 
mental  abberations  (6,  15). 

Nowadays,  however,  these  nutritional  defici- 
ency states  are  rarely  caused  by  the  lack  of  only 
one  vitamin.  Also,  one  seldom  sees  the  markedly 
severe  deficiency  states  anymore,  so  the  clinical 
picture  rarely  conforms  to  the  classical  descrip- 
tions of  acute  cases  reported  in  the  texts.  Rather 
more  frequent  are  mild  chronic  forms  which  may 
exist  for  years.  These  may  present  non-specific 
symptoms  such  as  vague  personality  changes, 
restlessness,  irritability,  and  difficulty  in  concen- 
tration. Needless  to  say,  the  relationship  to  nu- 
tritional deficiency  is  often  missed  (6,  15). 

Another  nutritional  disorder,  which  is  of  par- 
ticular interest  because  it  is  associated  with  men- 
tal illness,  is  the  one  that  results  from  a \'itamiu 
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B'2  deficiency  (6,  16).  Mental  symptoms  ranging 
from  mild  depression  to  overt  psychosis  may 
precede  the  characteristic  blood  changes  of  per- 
nicious anemia  by  many  months.  Since  diagnos- 
tic tests  are  available  (16)  to  determine  such  a 
deficiency,  and  since  it  will  frequently  respond 
to  appropriate  B'®  therapy,  it  is  important  for 
the  physician  to  keep  this  condition  in  mind. 

Among  the  metabolic  diseases,  acute  porphy- 
ria (17,  18)  is  one  in  which  the  psychiatric  symp- 
toms may  lead  to  an  erroneous  diagnosis. 

Intracranial  tumors  (19,  20,  21,  22),  abscesses 
(23),  and  other  neurological  conditions  (24),  such 
as  general  paresis,  may  give  rise  to  psychiatric 
symptoms,  including  various  hallucinatory  phe- 
nomena, as  their  presenting  complaints.  This  is 
especially  true  in  slowly  growing  tumors.  Psychi- 
atric symptoms  may  be  the  only  symptoms  and 
may  precede  the  development  of  neurological 
signs  by  months  or  even  years  (19). 

Epilepsy,  both  convulsive  and  non-convul- 
sive,  can  produce  obvious  psychiatric  symp- 
toms which  may  obscure  the  true  nature  of  the 
condition.  Epileptics  of  long  standing  may  de- 
velop an  acute  psychotic,  delirium-like  picture 
with  confused,  bizarre  behavior,  hallucinations 
and  delusions.  However,  these  usually  clear 
within  several  days  to  several  weeks.  Thus  the 
prognosis  for  the  attack  is  generally  favorable 
and  it  is,  therefore,  important  to  differentiate  it 
from  schizophrenia. 

Non-con vulsive  epilepsy  which  produces  vari- 
ous hallucinatory  phenomena  may  also  be  con- 
fused with  schizophrenia.  Petit  mal  epilepsy  in 
many  instances  may  be  attributed  to  such  psy- 
chological explanations  as  blocking,  inattention, 
avoiding  unpleasant  situations,  etc.,  before  the 
true  nature  of  the  condition  is  suspected. 

Alvarez  (5)  reports  many  cases  of  seizureless 
epilepsy  in  which  the  main  complaints  are  unex- 
plained compulsive  feelings  and  rage  reactions. 
Since  many  of  these  cases  respond  very  well  to 
the  anti-epileptic  drugs,  he  laments  that  so  many 
of  them  go  unrecognized. 

ELIRIUM  and  toxicity  in  their  various  forms 
and  manifestations  are  also  causes  of  psy- 
chiatric symptoms  which  stem  from  physical  con- 
ditions (3,  13,  27).  An  example  from  this  group  is 
the  post-surgical  patient  with  clouding  of  con- 
sciousness who  is  boisterous,  hyperactive,  con- 
fused and  uncooperative.  He  may  have  some 
paranoid  ideation,  thinking  “they”  are  trying  to 


kill  or  poison  him;  or  in  the  midst  of  his  severe 
pain,  he  may  have  some  depressive  feeling,  say- 
ing, “I  can’t  take  it  anymore,  I’m  going  to  kill 
myself”,  or  “I  wish  I were  dead.”  This  used  to  be 
seen  by  the  medical-surgical  staff  as  a not  un- 
common reaction  following  surgery.  The  patient 
was  considered  to  be  “somewhat  out  of  his  head” 
or  “talking  nonsense”  for  a few  days,  after  which 
the  symptoms  would  generally  subside. 

Nowadays,  because  thinking  in  regard  to  the 
etiology  of  these  conditions  is  directed  mainly 
at  psychogenic  factors,  there  is  a tendency  to 
overlook  the  contributing  physical  pathology. 
The  result  is  that  the  patient  is  immediately  con- 
sidered “psycho”  and  a psychiatrist  is  brought  in. 
The  physicians,  nurses  and  hospital  administra- 
tors are  consequently  agitated  and  apply  pres- 
sure to  have  the  patient  transferred  to  a psychi- 
atric hospital.  Even  though  the  patient  is  still 
manageable  on  the  medical-surgical  ward,  they 
feel  that  such  a transfer  is  necessary  in  order  to 
provide  the  patient  with  specialized  psychiatric 
treatment.  Such  a transfer  can  be  quite  ego  de- 
flating and  emotionally  traumatic.  In  addition, 
since  most  psyehiatric  facilities  are  not  set  up  to 
provide  the  same  quality  medical-surgical  care 
as  a good  general  hospital,  the  patient  is  often 
deprived  of  the  best  available  medical  care  and 
treatment.  Of  course,  this  does  not  mean  to  im- 
ply that  there  is  not  an  important  place  for  the 
psychiatrist  and  the  psychiatric  hospital  in  the 
treatment  of  post-operative  psychosis.  Certainly 
in  the  more  severe  or  protracted  mental  disturb- 
ances, psychiatric  hospitalization  is  necessary. 
However,  many  are  milder  and  more  transient, 
and  so  could  really  be  treated  in  the  general  hos- 
pital. 

Much  has  been  written  in  the  literature  about 
the  importance  of  underlying  psychogenic 
factors  in  the  psychiatric  and  physical  symptoms 
seen  in  many  of  the  organic  conditions  in  this 
category.  Psychodynamic  explanations  for  the 
development  of  many  of  the  “somato-psychic” 
states  have  been  quite  common.  The  above  dis- 
cussion in  no  way  means  to  disparage  the  real 
significance  of  this  work.  Certainly  most  of  these 
conditions  are  more  apt  to  occur  in  emotionally 
unstable  and  psychologically  predisposed  indi- 
viduals. 

Further,  it  should  be  borne  in  mind  that  when 
mental  and  emotional  symptoms  occur,  they  will 
usually  be  quite  consistent  with  the  patient’s 
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pre-morbid  personality  and  his  previous  life  ex- 
perienees.  The  specific  symptoms  will  often  be 
exaggerations  of  his  previous  ways  of  coping 
with  tension  and  anxiety.  Even  the  hallucina- 
tions that  may  occur  with  a focal  brain  lesion 
frequently  have,  as  their  content,  the  expression 
of  the  patient’s  life  problems.  However,  when 
the  lesion  is  removed,  the  symptoms  subside. 
Therefore,  the  presence  of  clear-cut  psychody- 
namics, per  se,  does  not  rule  out  the  possibility 
of  concomitant  or  contributing  physical  pathol- 
ogy- 

Category  III 

Emotional  Reactions  To  Physical  Illness 

In  this  group  are  conditions  in  which  there  is 
a prominent  emotional  reaction  to  an  underlying 
physical  illness  or  disability. 

Because  of  the  prominence  of  the  emotional 
symptoms,  the  underlying  physical  condition 
which  triggers  them  may  be  discounted,  over- 
looked, or  erroneously  considered  the  result  of 
emotional  problems  rather  than  its  cause. 

An  important  group  in  this  category  includes 
those  patients  with  organic  cerebral  defects.  In 
brief,  some  of  the  defects  in  organic  brain  dis- 
ease are  disturbances  in  the  integration  of  sen- 
sory and  perceptual  stimuli,  aphasic  difficulties, 
specific  associational  defects,  difficulty  with  ab- 
stract thinking,  and  problems  in  learning  and  re- 
sponding in  new  ways  to  new  situations.  Also 
present  frequently  are  greater  distractibility  and, 
particularly  in  children,  hyperactivity.  In  addi- 
tion, there  may  be  memory  impairment  and  dis- 
turbances in  the  sensorium. 

The  patient  reacts  to  his  awareness  of  these 
limitations  with  feelings  of  anxiety,  frustra- 
tion and  rage.  That  exasperated,  frustrated  feel- 
ing which  one  has  when  one  can’t  remember 
something  which  is  on  the  “tip  of  one’s  tongue” 
is  the  kind  of  feeling  that  some  organics  have 
with  them  a great  deal  of  the  time.  The  aphasic 
knows  what  a fountain  pen  is  and  what  to  do 
with  it,  knows  that  he  knows  what  it  is  called, 
and  yet  he  is  unable  to  name  it.  How  the  pa- 
tient responds  to  these  feelings  of  frustration, 
anxiety  and  rage  will  depend,  to  a large  extent, 
on  his  previous  personality  and  on  his  particular 
ways  of  coping  with  strong  emotional  reactions. 
Some  withdraw,  some  utilize  obsessive-compul- 
sive defenses;  others  become  hostile  and  para- 
noid, and  still  others  get  depressed.  Children 
frequently  become  over  active  and  show  be- 
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havioral  disturbances.  These  children  have  par- 
ticular learning  problems  which  often  go  unrec- 
ognized and  which  may  cause  anxiety,  restless- 
ness and  feelings  of  inadequacy.  These  can  re- 
sult in  repeated  conflicts  with  teachers  and  par- 
ents. There  is  sometimes  too  great  a tendency  to 
attribute  the  child’s  poor  school  performance  to 
his  obvious  emotional  and  behavioral  disturb- 
ance, without  recognizing  that  the  learning  dis- 
turbance may  come  first  and  may  in  fact  trigger 
the  behavioral  disorder.  If  recognized  early,  and 
with  proper  remedial  educational  help,  improve- 
ment in  the  child’s  behavior  can  at  times  be  ac- 
complished (9). 

Another  condition  in  which  there  is  an  unfor- 
tunate tendency  to  confuse  cause  and  effect  oc- 
curs in  so-called  “compensation  cases”.  Since 
there  is  the  possibility  of  material  gain  through 
illness,  it  is  quite  appropriate  for  the  physieian 
to  be  alert  to  “emotional”  causes  interfering  with 
the  patient’s  recovery.  However,  the  emotional 
reactions  which  are  triggered  by  the  physical 
condition  may  be  mistakenly  considered  to  be 
the  primary  cause  of  the  difficulty. 

The  following  case  is  an  example  of  this  point. 

Case  lll-A 

The  patient,  a 61 -year-old  male,  had  a history  of  a 
head  injury  about  one  and  one-half  years  ago  and  was 
still  unable  to  work.  He  complained  of  dizziness,  weak- 
ness, fatigue,  headache  and  some  loss  of  memory.  How- 
ever, medical  and  neurological  examinations  over  this 
period  of  time  were  said  to  be  essentially  negative. 
Since  at  times  he  appeared  to  be  depressed  and  irritable, 
it  was  felt  that  his  inability  to  return  to  work  might  be 
on  an  emotional  basis,  and  so  a psychiatric  evaluation 
was  requested. 

During  the  interview  he  appeared  to  be  depressed  and 
he  walked  with  a slow,  careful  gait.  He  seemed  to  be 
somewhat  “hard  of  hearing”  in  that  it  was  often  neces- 
sary to  repeat  things  several  times.  However,  loudness 
per  se  was  not  the  essential  factor  in  helping  him  to 
“hear”,  but  rather  a slow  repetition  was  necessary  for 
his  comprehension,  which  suggested  the  possibility  of  a 
mild  aphasic  defect. 

The  patient’s  speech  was  coherent  and  relevant,  and 
he  seemed  cooperative  and  sincere.  In  response  to  ques- 
tioning, he  described  his  symptoms  of  dizziness,  weak- 
ness, headache,  memory  loss  and  fatigue.  He  told  with 
pride  what  a hard  working  man  he  used  to  be  before 
the  injury,  and  that  he  had  worked  fourteen  years  with 
one  firm.  Now  he  just  sits  around  the  house.  There  did 
not  appear  to  be  any  hostility  toward  his  former  em- 
ployer or  toward  the  insurance  company  either  on  the 
part  of  the  patient  or  his  son  who  brought  him  to  the 
office.  Neither  of  them  showed  any  interest  in  a large 
insurance  settlement.  The  concern  seemed  to  be  sin- 
cerely on  the  patient’s  welfare. 
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It  soon  became  apparent  that  the  patient  had  marked 
disturbances  in  both  memory  and  orientation.  He  didn’t 
know  the  name  of  the  governor  of  the  state,  but  he  was 
able  to  pick  it  out  of  several  names.  He  did  not  know 
who  was  the  president  of  the  United  States,  and  he  cau- 
tiously offered  the  name  of  Hoover.  Later,  after  thinking 
a few  minutes,  he  asked  if  it  could  be  Kennedy.  When 
I replied  it  was,  he  relaxed  in  his  chair  with  a broad 
smile  on  his  face.  He  did  not  know  the  month  or  the 
year,  but  did  know  the  date  which  he  said  he  remem- 
bered because  it  was  the  day  of  his  appointment  with  me. 

Thus  the  patient  gave  considerable  evidence 
of  organic  brain  disease  to  which  he  reacted  with 
depression,  irritability  and  somatic  complaints. 
The  basic  problem,  however,  was  organic  and 
not  emotional.  Yet  his  obvious  organic  dementia 
was  missed  for  one  and  one-half  years  by  com- 
petent physicians  who  were  too  quick  to  see  the 
problem  as  a “compensation  neurosis”,  attribu- 
ting his  poor  “functioning”  to  his  obvious  emo- 
tional symptoms. 

Category  IV 

Patient's  Denial  of  the  Significance 
of  His  Physical  Illness 

In  cases  in  which  the  symptoms  indicate  the 
possibility  of  an  illness  with  a grave  prognosis, 
the  patient  may  attempt  to  deny  the  significance 
of  his  symptoms  by  attributing  them  to  emo- 
tional factors.  At  times  he  may  give  a fairly  con- 
vincing picture  of  an  emotional  illness  with  the 
result  that  the  serious  physical  pathology  may  be 
missed. 

The  following  cases  should  illustrate  this  point. 

Case  IV-A 

The  patient,  a 60-year-old  married  man,  an  attorney, 
was  referred  because  of  severe  emotional  outbursts.  He 
had  a “coronary  attack”  about  one  year  ago  and  he 
stated  that  his  emotional  symptoms  began  several  months 
after  this  attack.  Following  his  coronary,  he  developed  a 
polycythemia  and  had  to  return  to  the  hospital.  Accord- 
ing to  the  patient,  these  difficrdties  produced  a severe 
emotional  disturbance  which  made  it  necessary  to  trans- 
fer him  to  the  psychiatric  ward  of  a city  hospital.  He 
was  hospitalized  for  several  months.  However,  since  his 
discharge,  he  stated  that  almost  every  night  he  still  got 
emotionally  upset  and  disturbed  the  sleep  of  his  wife 
and  family. 

From  the  history,  it  seemed  that  he  had  a fairly  good 
relationship  with  his  wife  and  children  prior  to  his  ill- 
ness. In  trying  to  get  a clearer  understanding  of  the  emo- 
tional symptoms,  it  became  evident  that  he  really  did 
not  remember  the  episodes,  aird  was  relating  only  what 
his  wife  told  him.  He  went  on  to  state  that  his  memory 
and  powers  of  concentration  were  poor,  and  that  he  had 
great  difficulty  in  reading.  This  patient  stated  that  he 
had  trouble  sleeping  at  night  because  of  shortness  of 


breath,  but  assured  me  that  his  overall  physical  condition 
was  improving.  He  then  gave  me  the  name  of  a doctor 
at  the  hospital  who,  he  said,  could  tell  me  about  his 
physical  condition  in  more  detail.  I was,  however,  unable 
to  contact  this  particular  physician  ( an  intern ) . Instead 
I spoke  to  the  resident  physician  on  the  ward  ( who 
knew  the  patient  quite  well).  She  stated  that  he  had  very 
serious  heart  disease  which  resulted  in  secondary  poly- 
cythemia and  that  he  had  only  about  six  months  to  live. 
I mentioned  the  name  of  the  intern  with  whom  I was 
a.sked  to  speak  and  she  said  spontaneously,  “Oh,  yes,  he 
could  never  understand  the  seriousness  of  the  patient’s 
cardiac  pathology.”  Interestingly  enough,  the  patient  did 
not  refer  me  to  the  resident  physician  in  charge  of  the 
ward,  but  to  the  intern  who  would  minimize  his  physical 
illness. 

In  this  case,  the  patient’s  presenting  symptoms 
were  not  caused  by  an  emotional  disturbance, 
but  rather  by  delirium  due  to  cerebral  anoxia. 
However,  he  had  a need  to  deny  the  seriousness 
of  his  physical  condition,  and  preferred  an  emo- 
tional problem  to  the  physical  one. 

Case  IV-B 

An  attractive,  40-year-old,  married  woman,  the  mother 
of  two  daughters,  complained  of  abdominal  pain  radia- 
ting through  to  her  back,  of  three  months’  duration.  She 
stated  she  had  gone  to  two  physicians  who  gave  her  a 
thorough  work-up  which  had  proven  to  be  negative. 
They  then  suggested  that  she  see  a psychiatrist. 

The  pain,  she  stated,  started  the  day  after  the  “Bar- 
Mitzvah”  celebration  of  her  nephew,  the  son  of  her  sis- 
ter-in-law. She  then  went  on  to  describe  at  great  length 
her  hostility  toward  this  sister-in-law.  Since  the  onset  of 
her  symptoms,  she  stated  that  the  pain  was  aggravated 
every  time  they  went  out  to  a large  party.  She  then  went 
on  to  say  that  recently  many  of  her  friends  were  having 
sons  of  “Bar-Mitzvah”  age,  and  so  they  had  been  going 
to  several  such  parties.  She  denied  she  was  jealous  or 
upset  because  she  did  not  have  any  sons  of  her  own. 

She  stated  she  was  very  attached  to  her  father.  During 
his  terminal  illness  she  said  that  she  took  care  of  him  a 
great  deal  of  the  time.  He  died  of  carcinoma  of  the  pan- 
creas. 

The  patient  spent  much  time  describing  her  physical 
symptoms.  She  said  she  was  unable  to  eat,  had  lost 
weight,  and  had  severe  pain.  However,  after  she  made 
her  appointment  with  me,  she  stated  that  she  started  to 
feel  a little  better,  and  that  the  pain  was  no  longer  so 
severe.  During  the  interview,  she  did  not  appear  to  be 
either  in  severe  pain  or  acutely  ill. 

My  diagnostic  impression  was  psychoneurotic  disor- 
der, conversion  reaction.  She  stated  she  had  to  see  a 
psychiatrist  immediately,  and  since  I was  going  on  vaca- 
tion, I tried  to  refer  her  to  a colleague.  Later  I learned 
that  two  weeks  after  I saw  her,  she  became  jaundiced. 
An  exploratory  laparotomy  was  performed.  She  was 
found  to  have  carcinoma  of  the  pancreas  and  e.xpired 
two  weeks  later. 

IN  this  case  the  patient  knew  only  too  well 
what  her  symptoms  meant,  and  was  trying 
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desperately  to  blind  herself  to  their  significance 
by  attributing  them  to  emotional  causes.  In  cases 
like  this  one,  if  one  is  not  alert  to  the  possible 
organic  significance  of  the  physical  symptoms, 
one’s  view  can  easily  become  entirely  focused 
on  the  very  interesting  and  seemingly  obvious 
psychopathology  and  psychodynamics.  It  is  still 
my  feeling  that  this  woman’s  personality  struc- 
ture was  that  of  an  “hysteric”.  What  was  missed, 
however,  was  the  fact  that  her  major  difficulty 
was  in  the  area  of  her  physical  pathology  and 
not  her  psychopathology. 

In  such  instances,  psychiatrists  in  particular 
may  be  likely  to  miss  the  organic  condition  be- 
cause of  their  natural  tendency  to  concentrate  on 
the  psychological  factors.  It  is,  however,  impor- 
tant to  keep  the  possibility  of  physical  condi- 
tions in  mind  because  even  in  psychotherapy, 
where  the  emphasis  is  naturally  on  psychological 
problems,  failure  to  be  alert  to  the  significance 
of  physical  factors  may  be  detrimental  to  the 
patient.  Not  only  may  a physical  illness  go  un- 
treated, but  certain  emotional  problems  may  also 
go  undetected. 

In  my  opinion,  it  is  just  as  inappropriate  for 
a patient  with  a high  fever  to  keep  his  regular 
appointment  at  the  psychiatrist’s  office,  as  it  is 
for  him  to  miss  his  appointment  with  a very 
minor  cold. 

Yet  there  is  much  less  of  a tendency  to  go  into 
the  psychological  significance  of  the  former 
which  is  frequently  glibly  dismissed  as  evidence 
of  “good  motivation”. 

Only  by  considering  the  influence  of  the  phy- 
sical factors  can  one  see  in  clearer  focus  the  pa- 
tient’s inappropriate  response  in  ignoring  his 
physical  illness.  One  is  then  in  a better  position 
to  investigate  this  psychiatrically. 

Needless  to  say,  physicians,  no  matter  what 
their  specialty,  in  order  to  do  their  best  work, 
need  to  obtain  as  complete  and  accurate  a pic- 
ture as  possible  of  all  the  contributing  factors  to 
the  patient’s  lack  of  well  being. 


Original  Articles 
Summary 

For  years  many  physicians  have  been  quite 
resistant  toward  the  consideration  of  emotional 
factors  in  the  illnesses  of  their  patients.  However, 
in  recent  years,  there  has  been  danger  that  the 
pendulum  is  swinging  the  other  way.  Conditions 
in  which  the  prominence  of  psychiatric  symp- 
toms may  obscure  underlying  organic  pathology 
present  problems  which  deserve  to  be  empha- 
sized. 
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BOOKLET  AVAILABLE 

“The  Pathology  of  Tumors”  recently  produced  by  the  American  Cancer  So- 
ciety, and  edited  by  Drs.  Loren  V.  Ackerman  and  Frederick  T.  Krans  is  a broad 
perspective  on  the  relationship  between  pathology  and  the  diagnosis,  treatment 
and  prognosis  of  malignant  disease.  Stress  is  given  to  a practical  application  of 
pathology  for  the  clinician,  particularly  with  reference  to  precancerons  lesions. 

This  is  available  to  you  upon  request,  and  at  no  cost,  at  the  Arizona  Dix  ision 
office,  American  Cancer  Society,  4700  N.  12th  Street,  Phoenix,  Arizona. 
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The  principles  behind  the  use  of  spinal  bracing  become  quite  important 
and  are  helpful  in  the  selection  of  the  proper  brace  for  support  and  im- 
mobilization of  the  lower  back.  The  mechanical  use  of  braces,  their  points 
of  support  and  the  mechanics  of  the  erect  or  flexed  position  of  the  spine 
while  wearing  a brace  or  corset  are  reviewed  in  this  article. 

The  mechanics  of  stress  and  strain  within  the  spine  and  the  functional 
use  of  the  abdominal  and  trunk  muscles  are  likewise  outlined.  The  use  of 
corrective  braces  for  other  conditions  is  a totally  different  field  and  is  not 


covered  in  this  article. 


NOWLEDGE  of  the  normal  mechanisms  of 
spine  support  can  provide  much  valuable 
information  in  regard  to  problems  of  bracing. 
Reviewed  here  are  some  of  our  findings  derived 
from  studies  of  the  spine  over  the  past  few  years, 
along  with  related  aspects  of  the  mechanics  of 
the  standard  braces  in  current  use. 


Braces  in  Current  Use 

It  is  generally  accepted  by  orthopedic  sur- 
geons and  orthotists  that,  regardless  of  design 
and  purpose,  spinal  braces  utilize  the  principle 
of  three-point  fixation.  This  method  relies  on  a 
corrective  or  immobilizing  force  directed  oppo- 
site to  and  between  two  counterforces. 

Back  braces  may  be  divided  into  two  groups: 


Presented  in  part  before  the  Annual  Convention  of  the  Ameri- 
can Orthotics  and  Prosthetics  Association,  Phoenix,  Arizona,  Oct. 
15,  1962.  Part  of  this  material  has  previously  appeared  in  the 
Journal  of  Bone  and  Joint  Surgery  (Amer.). 

From  the  Biomechanics  Laboratory,  University  of  California, 
Berkeley  and  San  Francisco,  and  the  Department  of  Orthopedic 
Surgery,  University  of  California  School  of  Medicine,  San  Fran- 
cisco. 

This  study  was  supported  by  Veterans  Administration  Contract 
V1005M-2075. 


(1)  corrective  and  (2)  immobilizing,  or  support- 
ive. Corrective  bracing  is  generally  for  special- 
ized treatment  of  scoliosis  or  kyphosis  and  will 
not  be  discussed  here.  Immobilizing  braces  may 
be  simply  divided  into  long  and  short  types. 

The  prototype  of  the  long  or  dorsolumbar 
braee  is  the  Taylor  brace  (fig.  1).  This  consists 
of  a wide,  fitted  pelvie  band  extending  to  the 
anterior  axillary  lines  and  two  long  posterior 
upright  bars  extending  to  the  shoulders.  The  up- 
rights are  joined  by  a short  transverse  bar  in 
the  mid-dorsal  region,  and  straps  pass  from  the 
uprights  around  the  shoulders  and  under  the 
axillae  to  the  transverse  bar.  A full-length  abdom- 
inal apron  attached  by  straps  and  buckles  com- 
pletes the  brace  (modifications  include  the  Ar- 
nold, Magnuson,  Bennett,  and  Steindler  braces). 
In  such  a brace,  the  immobilizing  force  is  ap- 
plied posteriorly  in  the  region  of  the  thoracolum- 
bar junction,  while  the  counterforces  are  direct- 
ed against  the  upper  part  of  the  chest  or  manu- 
brium and  the  pubis  anteriorly. 
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Fig.  1.  Taylor  dorsolumbar  brace  (by  courtesy  of  C.  H. 
Hittenberger  & Co.,  San  Francisco). 


Fig.  2.  Hyperextension  brace  (by  courtesy  of  C.  H. 
Hittenberger  & Co.,  San  Francisco). 

The  hyperextension  brace  such  as  that  popu- 
larized by  Lennox  Baker  and  modified  by  Gris- 
wold, Jewett,  and  others,  differs  in  design  (fig. 
2),  but  the  principle  and  the  points  of  fixation 
are  essentially  the  same.  The  basic  design  of  this 
type  of  brace  consists  of  a rectangular  metal 
frame  over  the  front  and  sides  of  the  torso  which 
maintains  hyperextension  by  backward  pressure 
at  the  manubrium  and  symphysis  pubis  and  for- 
ward pressure  at  the  mid-dorsal  region  by  a 
transverse  strap. 


Fig.  3.  Knight  brace. 


Fig.  4.  Modification  of  Williams’  lordosis  brace  (by 
courtesy  of  C.  H.  Hittenberger  & Co.,  San  Francisco). 

The  lumbosacral  or  chair-back  type  of  brace 
is  currently  the  most  commonly  used  short  spinal 
brace.  Most  of  the  various  models  (such  as  Mc- 
Causland,  Brackett,  Wilcox,  and  Lipscomb), 
which  vary  principally  in  degree  of  rigidity,  de- 
rive from  the  original  Knight  brace  (fig.  3).  This 
consists  of  a wide  pelvic  band  and  a trans\'erse 
band  at  the  eighth  thoracic  le\  el  joined  by  two 
posterior  and  two  lateral  uprights  with  an  apron 
or  corset  front.  The  points  of  fixation  anteriorh’ 
are  the  lower  rib  cage  and  epigastrium  abo\c 
and  the  pubis  below.  Posteriorly,  the  force  is  di- 
rected toward  the  mid-lumbar  part  of  the  spine. 

A variation  is  the  Williams’  lordosis  brace’, 
which  is  designed  to  exert  a constant  corrc’ctix  c 
force  on  excessi\  e lordosis  (fig.  4).  In  this  case. 
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the  corrective  (and  immobilizing)  force  is  di- 
rected against  the  abdomen  anteriorly  and  the 
counterforces  posteriorly  to  the  pelvis  below  and 
the  thoracic  part  of  the  spine  above. 

Also  included  among  the  group  of  short  spinal 
braces  is  the  Osgood  or  Goldthwait  sacroiliac 
brace  (fig.  5).  This  brace  consists  of  a wide  sacral 
pad  with  two  steel  uprights  and  a steel  rein- 
forced abdominal  pad  connected  by  three  sup- 
porting straps  on  each  side.  In  addition  to  the 
hoop  effect  designed  to  attempt  immobilization 
of  the  sacroiliac  joints,  motion  of  the  lumbo- 
sacral joint  is  limited  by  fixation  points  at  the 
abdomen  and  pubis  anteriorly  and  the  lumbo- 
sacral joint  posteriorly. 

In  all  the  spinal  braces,  whether  for  correction 
or  support,  whether  long  or  short,  firm  fixation 
at  the  base  by  a pelvic  band  or  bands  is  of  pri- 
mary importance.  Mechanically,  the  three-point 
system  of  fixation  is  fairly  efficient  when  the 
corrective  or  immobilizing  force  is  directed  mid- 
way between  the  counterforces.  For  example, 
immobilization  of  the  thoracolumbar  junction  is 
reasonably  satisfactory  with  a long  Taylor  brace. 

Immobilization  of  the  lumbosacral  region  by 
this  method  is  more  difficult,  and  complete  im- 
mobilization is  impossible.  The  inadequate  fixa- 
tion of  the  pelvis  and  the  short  distance  between 
the  application  of  the  immobilizing  force  and  the 
lower  or  pelvic  counterforce  results  in  a small, 
inadequate  immobilizing  force  at  the  lumbosac- 
ral junction.  In  fact,  it  has  been  shown  that  mo- 
tion at  the  lumbosacral  joint  may  be  increased 
during  trunk  flexion  when  a long  siDinal  brace  is 
worn,  because  of  compensation  for  decreased 
motion  of  the  thoracolumbar  region.  (1) 

Clinically,  however,  despite  obvious  incom- 
plete immobilization  and  the  variety  of  etiologi- 
cal factors  in  low  back  pain,  bracing  frequently 
results  in  symptomatic  improvement.  Apparent- 
ly either  partial  immobilization  or  factors  related 
in  some  manner  to  support  of  this  region  result 
in  the  improvement.  In  this  regard  it  has  been 
observed  that,  in  certain  cases  of  low  back  pain, 
compression  of  the  abdominal  viscera  often  re- 
lieves the  pain.  This  compression  may  well  be 
one  of  the  most  important  factors  in  relief  of 
symptoms.  It  may  be  provided  by  a tight  ab- 
dominal bandage,  a well-fitting  corset,  a brace 
with  an  abdominal  pad  which  can  be  tightened, 
or  a snug  plaster  body  jacket. 


Fig.  5.  Goldthwait  (Osgood)  sacroiliac  brace. 


In  an  effort  to  expand  our  understanding  of 
the  physiological  principles  of  support  of  the 
spine  and  their  possible  application  to  orthotics, 
the  role  of  the  compartments  of  the  trunk  (thorax 
and  abdomen)  in  helping  to  provide  stability  of 
the  spine  has  been  investigated. 

Physiological  Considerations 

The  spinal  column,  which  serves  as  a sustain- 
ing rod  for  the  maintenance  of  the  upright  posi- 
tion of  the  body,  may  be  considered  to  have  both 
an  intrinsic  and  an  extrinsic  stability.  Intrinsic 
stability  is  provided  by  the  alternating  rigid  and 
elastic  components  of  the  spine  which  are  bound 
together  by  ligaments,  while  extrinsic  stability 
is  provided  by  the  paraspinal  and  trunk  mus- 
cles. The  trunk  muscles,  especially  those  of  the 
abdomen,  form  a contractile  muscular  wall  about 
the  body  compartments  which  is  capable  of  com- 
pressing the  viscera.  With  the  contraction  of 
these  muscles,  the  intracavitary  pressures  are  in- 
creased, aiding  in  many  bodily  functions  such  as 
childbirth,  respiration,  return  of  venous  blood, 
and,  as  will  be  shown,  stabilization  or  support  of 
the  spine. 

The  isolated  ligamentous  spine  behaves  like  a 
modified  elastic  rod.  (2)  When  it  is  fixed  at  the 
base,  its  critical  load  — i.e.,  the  greatest  load  it 
can  sustain  without  buckling  — is  4V2  pounds,  or 
much  less  than  the  body  weight  alone.  The  sta- 
bility of  the  spine  in  the  living  human  being  is 
therefore  dependent  largely  on  the  extrinsic  sup- 
port provided  by  the  trunk  musculature.  The 
lack  of  inherent  or  intrinsic  stability  of  the  ver- 
tebral column  and  the  importance  of  the  trunk 
muscles  are  clearly  demonstrated  if  one  tries  to 
hold  an  unconscious  person  upright. 

During  the  act  of  lifting  a heavy  weight  with 
the  hands,  the  nucleus  of  the  lumbosacral  disk 
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may  be  considered  as  a fulcrum  of  movement 
and  the  arms  and  trunk  as  a long  anterior  lever. 
The  weight  being  lifted  and  the  weight  of  the 
upper  part  of  the  body  are  balanced  by  the  con- 
traction of  the  deep  muscles  of  the  back  and  the 
glutei  maximi  acting  through  a much  shorter 
lever  arm,  the  distance  from  the  center  of  the 
lumbosacral  disk  to  the  center  of  the  adjacent 
spinous  process.  If  a 200-pound  weight  is  lifted 
by  a male  of  average  size,  the  theoretical  force 
on  the  lumbosacral  disk  — with  the  body  weight 
also  taken  into  consideration  — can  be  calculated 
to  be  2,071  pounds  (fig.  6).  (3) 

Experimental  studies  of  the  isolated  liga- 
mentous spine  (4-6)  and  investigation  of  in- 
juries sustained  by  catapult  ejection  of  jet  pilots 
(7)  have  shown  that  such  great  forces  cannot  be 
tolerated.  Compression  tests  on  two  vertebral 
bodies  and  intervening  disk  have  indicated  that 
failure  occurs  in  specimens  from  young  subjects 
at  compressive  loads  ranging  from  1,000  to  1,700 
pounds.  In  specimens  from  older  subjects  the 
critical  level  was  sometimes  reduced  to  as  little 
as  300  pounds.  Catapult  ejection  of  young  jet 
fliers  with  a force  of  20  G,  or  less  than  2,000 
pounds,  has  resulted  in  vertebral  compression 
fractures  in  27  per  cent  of  the  cases.  Evidence  of 
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failure  is  often  difficult  to  see  either  on  gross  ex- 
amination or  by  x-ray.  It  may  consist  of  com- 
pression of  a few  spicules  of  bone,  cracks  in  the 
end  plate,  or,  sometimes,  collapse  of  the  plate. 
It  is  interesting  to  note  that  fracture  of  the  ver- 
tebra always  occurs  before  herniation  of  a nor- 
mal disk. 

When  one  compares  the  force  calculated  earli- 
er (2,071  pounds),  to  which  the  lumbosacral  area 
is  apparently  subjected  during  heavy  lifting,  with 
the  force  that  the  isolated  spine  is  able  to  toler- 
ate experimentally,  a discrepancy  is  evident.  It 
is  obvious  that  the  lumbar  vertebrae  and  disks 
alone  are  not  able  to  withstand  the  amount  of 
force  that  may  be  imposed  during  exertion;  addi- 
tional support  of  the  spine  is  necessary. 

This  additional  support  may  be  provided  by 
the  thorax  and  abdomen.  Let  us  eonsider  the 
spine  as  a segmented  elastic  column  supported 
by  the  paraspinal  muscles.  This  column  is  at- 
tached to  the  sides  of  and  within  two  chambers: 
the  thoracic  and  abdominal  cavities.  The  thoracic 
cavity  is  filled  largely  with  air  and  the  abdomi- 
nal cavity  with  a semifluid  mass.  The  action  of 
the  trunk  musculature  converts  these  chambers 
into  nearly  rigid- walled  cylinders  containing  (1) 
air  and  (2)  liquid  and  semisolid  material.  Both 
these  cylinders  are  capable  of  resisting  a part  of 
the  force  generated  in  loading  the  trunk  and 
thereby  of  relieving  the  load  on  the  spine  itself. 

SUCH  a hypothesis  was  investigated  by  simul- 
taneously measuring  the  intra-thoracic  and 
intra-abdominal  pressures  and  the  electrical  ac- 
tivity of  the  abdominal,  intercostal,  and  back 
muscles  during  loading  of  tlie  trunk. 

As  progressively  heavier  weights  were  lifted 
(up  to  a maximum  of  200  pounds),  the  intra- 
thoracic  and  especially  the  intra-abdominal  pres- 
sure increased  (fig.  7).  The  trunk  museulature 
became  active  simultaneously  with  the  elevation 
of  pressure  and  obviously  was  important  in  the 
generation  of  these  pressures.  As  the  weights 
and  the  force  on  the  spine  were  increased,  the 
activity  of  these  muscles  was  increased. 

When  the  trunk  was  loaded  by  the  subject’s 
pulling  against  a fixed  resistance  (strain  ring), 
the  intracavitary  pressures  and  muscular  activity 
increased  proportionately  (fig.  8). 

Preliminary  experiments  indicated  the  impor- 
tance of  the  intracavitary  pressures  in  support 
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Fig.  7.  Intracavitary  pressures  and  muscular  activity 
in  dynamic  loading  of  spine. 


of  the  spine.  The  effeets  of  inereasing  the  intra- 
abdominal pressure  by  means  of  external  appli- 
eation  of  pressure  were  therefore  evaluated.  For 
this  purpose,  a rubber  bladder  surrounding  the 
abdomen  was  placed  within  a nonelastic  lumbo- 
sacral corset  and  inflated  to  the  limit  of  comfort. 

While  the  resting  intra-abdominal  pressure 
was  considerably  elevated  by  the  corset  (5-25 
mm.  Hg),  the  maximum  pressures  generated  in 
loading  of  the  spine  were  comparable  to  those 
obtained  without  the  corset. 


However,  when  the  activity  of  the  trunk 
musculature  is  compared  during  loading 
with  and  without  the  corset,  a marked  difference 
is  obvious.  The  activity  of  the  abdominal  muscles 
is  consistently  and  considerably  decreased  when 
the  corset  is  worn,  despite  the  fact  that  the  in- 
tra-abdominal pressures  may  be  the  same.  The 
intercostal  activity  was  also  noted  to  be  de- 
creased if  the  corset  came  high  up  on  the  chest 
over  the  intercostal  muscles  being  studied.  It  ap- 
pears, therefore,  that  the  contracted  muscles  of 
the  abdominal  wall  or  the  rigid  external-pressure 
apparatus  acts  to  contain  the  abdominal  contents 
in  a compressed  state  capable  of  transmitting 
force.  When  the  compression  or  restraint  is  ac- 
complished by  an  external  apparatus,  there  is  lit- 
tle need  for  contraction  of  thje  abdominal  mus- 
cles. 

To  illustrate  the  role  of  the  trunk  in  the  sup- 
port of  the  spine,  it  is  possible,  using  the  data 
obtained  experimentally,  to  calculate  the  approx- 
imate forces  on  the  lower  thoracic  and  lumbar 
parts  of  the  spine  in  the  living  subject  when  a 
weight  of  200  pounds  is  lifted. 

The  spinal  column  may  be  considered  as  a 
flexible  beam  fixed  at  its  base  (the  pelvis)  and 
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Fig.  8.  Intracavitary  pressures  and  muscular  activity 
in  static  loading  of  spine. 


eccentrically  loaded  at  its  free  end.  The  thoracic 
and  abdominal  cavities  may  be  considered  as 
modified  inflatable  supporting  structures  for  the 
beam. 


With  use  of  basic  mechanical  principles,  the 
amount  of  force  at  the  base  (lumbosacral)  junc- 
tion) of  this  beam  can  be  calculated.  For  pur- 
poses of  computation,  we  may  consider  a sec- 
tion just  above  the  brim  of  the  pelvis.  The  forces 
acting  at  this  level  include  the  weight  lifted,  the 
body  weight,  the  tension  of  the  deep  muscles  of 
the  back  and  posterior  thigh  muscles  acting  on 
the  back,  and  the  net  upward  force  exerted  by 
the  pelvis  to  counteract  the  net  downward  force 
of  the  intra-abdominal  pressure.  The  last  value 
is  obtained  by  multiplying  the  average  intra-ab- 
dominal pressure  obtained  during  the  lifting  of 
200  pounds  (3  pounds  per  square  inch)  by  the 
cross-sectional  area  of  the  abdomen  at  this  level 
and  subtracting  the  longitudinal  component  of 
the  tension  of  the  abdominal  muscles.  (3) 


WHEN  all  the  forces,  their  directions,  and  the 
distances  from  the  fulcrum  are  determined, 
the  reaction  at  the  lumbosacral  disk  can  be  cal- 
culated. Thus  instead  of  the  theoretical  force  of 
approximately  2,071  pounds  at  the  base  of  the 
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Fig.  9.  Force  on  lower  lumbar  part  of  spine,  including 
role  of  trunk. 


beam,  there  is,  with  the  so-called  inflatable  sup- 
port of  the  trunk,  a force  of  only  1,483  pounds  — 
a reduction  of  about  600  pounds  (fig.  9). 

The  theoretical  force  on  the  lower  thoracic  re- 
gion of  the  spine,  omitting  the  effect  of  the  in- 
tracavitary pressure,  may  be  calculated  as  it  was 
for  that  at  the  base  of  the  spine;  it  is  found  to  be 
1,568  pounds.  However,  by  the  relatively  simple 
mechanism  of  the  upward  push  on  the  dia- 
phragm by  the  increased  intra-abdominal  pres- 
sure acting  through  a lever  system,  the  force  on 
the  lower  thoracic  and  lumbar  part  of  the  spine 
is  reduced  to  only  791  pounds  (fig.  10). 

DISCUSSION 

Data  on  the  mechanism  of  support  of  the 
spine  have  substantiated  the  hypothesis  that, 
with  the  spinal  column  attached  to  the  sides  of 
and  within  two  chambers,  the  abdominal  and 
thoracic  cavities,  the  action  of  the  trunk  mus- 
culature converts  these  chambers  into  nearly 
rigid-walled  cylinders  capable  of  transmitting 
part  of  the  forces  generated  in  loading  the  trunk 
and  thereby  of  relieving  the  load  on  the  spine 
itself. 

It  should  be  emphasized  that  the  mechanism 
discussed  here  is  the  result  of  a reflex  mecha- 


Fig. 10.  Force  on  lower  thoracic  part  of  spine,  includ- 
ing role  of  trunk. 

nism.  When  a load  is  placed  on  the  spine,  the 
trunk  musculature  is  involuntarily  called  into 
action  to  “fix”  the  rib  cage  and  to  restrain  or 
compress  the  abdominal  contents.  The  intracavi- 
tary pressures  are  thereby  increased,  aiding  in 
support  of  the  spine. 

It  may  be  concluded  from  the  calculations  that 
the  actual  force  on  the  spine  is  much  less  than 
that  considered  to  be  present  when  support  by 
the  trunk,  or  the  effect  of  the  intracavitary  pres- 
sures, is  omitted.  The  actual  force  on  the  lum- 
bosacral disk  is  approximately  30  per  cent  less, 
and  that  on  the  lower  thoracic  portion  of  the 
spine  is  about  50  per  cent  less  than  would  be 
present  without  support  by  the  trunk. 

In  addition  to  contributing  to  support  of  the 
spine,  the  increased  intra-abdominal  pressure 
may  well  produce  an  analgesic  effect,  since,  as 
was  mentioned  earlier,  it  has  been  observed 
clinically  that  low  back  pain  may  be  relieved  by 
abdominal  compression.  Orthopedic  surgeons 
regularly  rely  on  abdominal  strengthening  exer- 
cises as  a means  of  pain  control  for  lumbosacral 
arthralgia.  From  the  orthotists’  viewpoint,  ab- 
dominal compression  is  a bnilt-in  feature  in  most 
conventional  low-back  supports. 
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Studies  are  currently  under  way  on  the  ef- 
fects of  air-pressure  bracing  which  provides,  in 
addition  to  the  compression,  partial  immobiliza- 
tion by  the  rigidity  of  the  apparatus.  Obvious 
advantages  include  comfort,  adequate  distribu- 
tion of  pressure,  the  possibility  of  varying  the 
pressure,  and  consequent  rigidity  and  ease  of 
fitting  because  of  lack  of  localized  pressure 
areas. 

Disadvantages  are  present  also,  such  as  heat- 
transfer  problems  and  potential  muscle  atrophy 
resulting  from  disuse.  Only  extensive  clinical 
trials  and  modification  of  apparatus  will  deter- 
mine the  value  of  and  specific  indications  for 
this  type  of  bracing. 
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SIMPLE  RULES  FOR  KILLING  A MEDICAL 
ORGANIZATION 

Go  to  just  enough  meetings  to  maintain  your  membership.  Arrive  late.  This 
saves  having  to  listen  to  the  minutes.  Leave  early.  This  gives  the  opposition 
one  less  vote  to  worry  about.  During  the  meeting,  find  fault  with  the  work  of 
the  officers  or  other  members.  This  makes  them  realize  that  you  are  interested. 
Never  accept  an  office  or  committee  appointment.  It  is  more  fun  to  criticize 
than  to  do  things.  If  you  are  not  appointed,  get  sore.  If  you  are  appointed, 
at  least  avoid  the  committee  meetings,  otherwise  you  will  be  in  for  some  drudgery 
and  systematic  thinking.  When  asked  at  a meeting  to  give  your  opinion  on  an 
important  matter,  state  that  you  have  nothing  to  say.  After  the  meeting  tell 
your  cronies  what  you  should  have  said,  and  how  things  ought  to  be  done. 
Do  nothing  more  than  is  absolutely  necessary,  but  when  other  members  willingly 
roll  up  their  sleeves  and  unselfishly  use  their  abilities  and  time  to  get  jobs  done 
and  problems  solved,  howl  that  the  association  is  being  run  by  a clique.  Agree, 
by  your  silence,  with  everything  said  at  the  meeting,  but  be  sure  to  disagree 
with  it  outside.  At  the  meeting  publicly  vote  to  do  something,  and  then  go 
home  or  to  your  office  and  privately  do  just  the  opposite.  Search  out  the  negative 
aspects  of  meeting  programs  and  comment  loudly  on  these.  If  it  is  a dinner 
meeting,  point  out  how  much  money  is  wasted  on  blowouts  which  make  much 
noise  and  accomplish  nothing.  If  no  dinners  are  given,  point  out  that  the  as- 
sociation is  dead  and  needs  a can  tied  to  it.  When  a society  officer  or  a state 
or  national  delegate  takes  action  you  believe  unwise,  or  votes  “incorrectly”  on 
an  issue,  or  voices  a statement  of  policy  with  which  you  disagree,  make  it  very 
clear  that  these  people  do  not  truly  represent  you  and  the  rest  of  the  masses. 
You  can  easily  prove  this  point  since  you  weren’t  even  present  at  the  meeting 
when  these  men  were  elected.  Always  hold  back  your  dues  until  the  last  minute 
or  don’t  pay  at  all.  In  summary,  get  everything  you  can  out  of  the  medical 
organization  but  don’t  give  it  anything. 

Reprinted  from  the  January,  1964  issue  of  the 
New  Mexico  Aledical  Society  Newsletter. 
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Arizona’s  History  of  Surgery 

Part  II 


by 


Audrey  D.  Stevens 


Lei's  continue  along  with  Mrs.  Stevens  as  she  takes  us  further  on  her 
journey  through  the  early  years  of  medicine  and  surgery  in  Arizona.  Relax 
and  read  as  the  author  visits  with  some  of  your  predecessors. 


CHAPTER  II 

Early  Territorial  Doctors 

During  the  period  of  the  Gadsden  Purchase 
and  the  uprisings  of  the  Indians,  Arizona 
had  the  good  fortune  of  having  quite  a few 
doctors  (all  were  also  called  surgeons)  who 
became  nationally  famous.  Due  to  records  being 
destroyed,  sent  to  Washington,  D.C.  or  lost,  I 
could  not  find  a case  history  of  surgery  done 
at  any  of  the  old  Forts.  It  would  have  been  much 
more  difficult  to  WTite  this  history  had  it  not 
been  for  the  Arizonian,  the  first  newspaper  in 
Arizona,  ( 1859 ) , whose  editor  started  the  pattern 
of  publicizing  the  usual  events  of  the  doctors 
and  quite  frequently  the  case  histories. 

In  April,  1859,  The  Arizonian  published  the 
following  item  concerning  Dr.  Bernard  John 
Dowling  Irwin:  “On  the  22nd  instant,  Dr.  Irwin, 
U.S.  Surgeon  at  Fort  Buchanan,  amputated  the 
thigh  of  a Mexican,  who  had  traveled  eleven 
days  from  Sonora  to  submit  to  amputation.  This 
is  the  fourth  capital  operation  the  Doctor  has 
performed  within  a short  time  past,  and  in  each 
case  with  complete  success.”(l) 

When  Dr.  Irwin  was  an  Assistant  Surgeon  in 
the  army  he  lead  a successful  command  of 
soldiers  against  a band  of  Chiricahua  Apaches 


This  is  the  second  part  of  a five  part  series  written  hy  the  wife 
of  W.  C.  Stevens,  M.D.,  of  Kearny,  Arizona. 


( 1861 ) and  for  this  he  received  a Gongressional 
Medal  of  Honor  “for  distinguished  gallantry  dis- 
played in  engagement  with  Ghiricahua  Indians 
near  Apache  Pass,  Arizona  .”(2) 

Another  fort  surgeon  who  should  be  men- 
tioned is  Leonard  Wood.  Dr.  Wood  was  stationed 
at  Fort  Huachuca  between  the  years  of  1885  to 
1889.  During  the  Geronimo  campaign  he  was  a 
surgeon  with  Gaptain  Lawton  and  made  a rec- 
ord for  himself  as  a doctor  as  well  as  a fighter. 
In  March,  1898  he  received  a Gongressional 
Medal  of  Honor,  “for  distinguished  conduct  in 
campaign  against  Apache  Indians,  in  1886  while 
serving  as  medical  and  line  officer  of  Gaptain 
Lawton’s  Expedition.”  Later  he  helped  organize 
the  “Rough  Riders”  which,  the  men  among  them- 
selves called,  “Woody’s  Weary  Walkers.”(3) 

Surgery  in  those  days  was  done  mostly  in  cases 
of  extreme  emergency  and  the  surgeons  had  to 
be  very  resourceful.  With  the  exception  of  the 
hospitals  at  the  forts  there  were  the  mining 
hospitals  and  few  county  hospitals.  These  doc- 
tors had  to  use  what  ever  equipment  was  handy. 
Many  doctors  used  the  kitchen  table  as  an  oper- 
ating table. (4)  At  an  Arizona  Medical  Associa- 
tion meeting  in  1923,  Dr.  H.  A.  Hughes  told  of 
performing  the  first  major  surgeiA'  in  the  Salt 
River  Valley  in  1888.  It  was  performed  under 
a tree  in  the  patient’s  yard.  The  reason  for  this 
odd  location  was  that  the  house  was  so  dirty 
he  felt  the  patient’s  chances  of  recovery  ^\'ere 
better. (5)  In  an  emergency  Dr.  Goodfellow 
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was  known  to  have  used  a door  supported  by 
whiskey  barrels  as  an  operating  table.(6) 

The  first  surgeon  to  settle  permanently  in 
Tueson  was  Dr.  John  Charles  Handy.  He  came  to 
Tucson  originally  to  find  homes  for  three  or- 
phaned Indian  girls  and  while  there  was  called 
for  professional  help  at  the  home  of  Mr.  Samuel 
Hughes.  Mr.  Hughes  asked  Dr.  Handy  what  he 
planned  to  do  after  he  had  found  the  little  girls  a 
home  — since  he  knew  that  Dr.  Handy  had  re- 
signed from  Fort  Grant.  Dr.  Handy  informed  Mr. 
Hughes  that  he  would  stay  in  Tucson  if  he 
could  be  guaranteed  an  income  of  at  least 
$2,500.00  per  year.  Well,  Mr.  Hughes  got  up 
from  his  sick  bed  and  went  out  to  see  the 
various  inhabitants  of  Tucson!  In  a short  time 
he  returned  with  twenty  five  signatures  of  heads 
of  families  who  had  given  their  word  to  pay 
Dr.  Handy  one  hundred  dollars  per  year  for 
his  medical  services.  Dr.  Handy  resided  in  Tuc- 
son the  rest  of  his  life. (7) 

In  1870  Dr.  Handy  had  made  headlines  in 
a newspaper  called  Weekly  Arizona  Miner 
dated  December  10,  1870.  The  exact  wording 
of  the  article  is  as  follows:  “ANOTHER  MAN 
SHOT  AND  KILLED  - Word  received  at  Fort 
Whipple  late  last  week,  that  Dr.  J.  C.  Handy, 
Contract  Surgeon  at  Camp  Thomas  in  the  eastern 
part  of  this  country,  had  shot  and  killed  Mr. 
Hughey,  sutler  at  the  post.  A woman,  we  are 
told  — was  at  the  bottom  of  the  affair.  Hope 
the  matter  will  undergo  proper  legal  investiga- 
tion.”( 8)  Obviously,  Dr.  Handy  was  exonerated 
of  this  shooting  escapade  as  he  became  a sur- 
geon at  Fort  Grant  and  then  moved  to  Tucson 
in  1871. 

In  the  records  at  Saint  Mary’s  Hospital  are 
at  least  two  of  his  operations.  One  (1881)  opera- 
tion was  for  “piles.”  The  patient  was  discharged 
fourteen  days  after  the  operation.  Another 
( 1885 ) the  patient  was  in  the  hospital  for  eighty- 
two  days  because  of  a penetrating  abdominal 
wound.  ( 9 ) 

The  final  newspaper  articles  on  Dr.  Handy 
concerned  an  abdominal  gunshot  wound.  The 
first  article  on  this  subject  stated  that  the  “much 
loved  and  honored”  Dr.  John  C.  Handy  had 
been  shot  on  the  streets  of  Tucson.  After  Dr. 
Handy  was  shot  he  walked,  with  people  support- 
ing him  to  his  office  one  block  away.  There  he 
was  met  by  Dr.  M.  Spencer,  Dr.  H.  W.  Fenner 
and  Dr.  J.  T.  Green.  He  was  then  moved  by 
carryall  to  his  home  a few  blocks  away. 


Dr.  George  E.  Goodfellow  from  Tombstone 
was  called  to  do  the  necessary  operation.  Dr. 
Goodfellow  acted  as  engineer  of  a special  train 
(engine  and  caboose)  to  get  to  the  aid  of  his 
friend.  (10)  “An  incision  was  made  on  the  left 
side  about  7 inches  long  and  the  entrails  taken 
out,  which  proved  to  be  perforated  in  more  than 
a dozen  places.  There  was  a large  amount  of 
blood  in  the  cavity  of  the  stomach  caused  by 
internal  hemorrhage,  which  was  removed.”  As 
the  surgeon  was  finishing  the  last  few  stitches 
Dr.  Handy  died.  (11) 

I was  so  thrilled  over  this  “Tid-Bit”  that  had 
I not  gotten  any  other  useable  material  1 felt 
it  was  well  worth  the  four  hours  round  trip  from 
Ray  to  Tucson.  However,  my  husband’s  com- 
ment, “Well,  Dr.  Handy  may  have  been  a much 
loved  man,  but  someone  didn’t  love  him,”  sent 
me  back  to  Tucson. 

So  for  the  sake  of  you  readers  who  are  also 
“Who  Dun-it”  fans,  I investigated  more  thorough- 
ly and  found  the  rest  of  the  story  of  “The  Deadly 
Bullet”  which  was  the  title  of  one  of  the  articles 
I read.  (12) 

It  seems  Dr.  Handy’s  wife  was  not  one  of  the 
throng  that  “dearly  loved”  Dr.  Handy.  Quite  the 
contrary  — she  wanted  a divorce!  Now  Dr. 
Handy  had  told  everyone  that  he  would  kill  the 
“several  worded  adjective”  who  took  Mrs. 
Handy’s  divorce  case.  In  spite  of  all  these 
threats  Mr.  Heney,  an  attorney  in  Tucson  took 
Mrs.  Handy’s  case.  (13) 

Not  long  after  that  Dr.  Handy  and  Mr.  Heney 
met  on  the  streets  of  Tucson  and  a fight  ensued. 
When  they  were  finally  separated  it  was  dis- 
covered that  Dr.  Handy  was  shot.  (14) 

When  Mr.  Heney ’s  case  was  brought  before 
the  court  it  was  dismissed.  ( 15 ) Years  later  after 
Mr.  Francis  J.  Heney  had  moved  to  San  Fran- 
cisco, Galifornia  he  became  famous  as  a Prose- 
cuting Attorney.  He  passed  away  at  the  age  of 
seventy-eight.  Dr.  Handy’s  son  was  one  of  the 
pall  bearers.  (16)  In  retrospect  Dr.  Handy  might 
have  been  better  off  had  he  stayed  away  from 
men  whose  last  names  began  with  the  same 
letter  as  his  own  last  name. 

No  doubt  Dr.  Handy  wanted  Dr.  Goodfellow 
to  remove  the  bullet  because  Dr.  Goodfellow  was 
considered  an  old  hand  with  gunshot  wounds. 
From  1882  until  the  fall  of  1891  he  was  not  only 
the  surgeon  but  the  coroner  at  Tombstone  and 


178 


Arizona  Medicine 


probably  had  more  experience  with  abdominal 
gunshot  w'onnds  than  any  other  American  sur- 
geon of  that  time.  (17) 

Dr.  Meade  Clyne  wrote  me  the  following,  “It 
is  reported  that  Dr.  Goodfellow,  practicing  in 
Tombstone  in  the  early  days  and  later  in  Tucson, 
obtained  unusually  good  results  in  cases  of  gun 
shot  wounds  of  the  abdomen  by  closing  the 
wounds  in  the  intestinal  tract  with  cotton  thread, 
and  not  closing  the  wounds  in  the  abdominal 
wall,  sometimes  enlarging  them  for  wide-open 
drainage  and  irrigation.” ( 18 ) It  was  the  death 
of  Dr.  Handy  that  lead  to  Dr.  Goodfellow’s  mov- 
ing to  Tucson.  (19) 

Dr.  George  E.  Goodfellow  started  practicing 
medicine  at  the  age  of  twenty.  ( 20 ) He  practiced 
in  Prescott,  Arizona  for  two  years  beginning  in 
1887,  then  was  a “contract  surgeon”  stationed 
at  Fort  Lowell  and  in  1880  he  entered  private 
practice  at  Tombstone,  Arizona.  (21) 

After  a terrible  fire  in  June,  1881  in  Tombstone 
he  performed  plastic  surgery  as  described  by 
the  patient,  George  W.  Parsons,  “I  was  knocked 
senseless  by  a dislodged  beam  and  a large  splint- 
er had  entered  just  under  the  skin  glancing  up- 
ward and  just  missing  the  eye,  face  quite  flat- 
tened and  nose  all  over  it.  Dr.  Goodfellow  made 
a plaster  cast,  cut  away  the  deformity  in  the  cast 
and  then  cut  my  nose  loose  from  the  bone  and 
tacked  it  up  in  place  so  that  the  cast,  with  the 
aid  of  a wire  run  through  my  nose,  held  it  in 
place.  I eventually  recovered  emerging  with  a 
fine  Roman  nose,  free  from  disfigurement.”  (22) 

In  1927  Dr.  W.  V.  Whitmore  wrote  an  article 
“Early  Medical  Gonditions  in  Arizona”  and  told 
about  his  early  associations  (1892)  with  Dr. 
George  E.  Goodfellow.  “I  have  stated  that  there 
were  no  nurses  here.  The  result  was  that,  as  far 
as  Dr.  Goodfellow’s  work  was  concerned,  the 
nurse’s  work  fell  upon  me.  During  the  six  months 
I served  as  his  assistant,  the  greater  part  of  his 
surgical  operations  were  at  the  patient’s  home. 
At  8 o’clock  on  the  morning  of  the  operation  I 
left  the  office  with  a carryall  filled  with  imped- 
menta,  viz:  an  old-fashioned,  small,  wooden 
operating  table  and  five  large  satchels  filled 
with  instruments,  dressing,  anesthetics,  etc.  In- 
struments and  dressings  were  arranged  for  use 
upon  antiseptic  towels.” 
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“About  the  end  of  my  first  week  here  came 
our  first  operation.  The  wife  of  a railroad  man 
had  been  confined  by  Dr.  Spencer  six  weeks 
before.  Infection  followed  and  Dr.  Goodfellow 
removed  ovary,  tube  and  part  of  uterus.  My 
outstanding  recollection  of  this  case  is  that  for 
about  a week  Dr.  Goodfellow  and  I went  to  the 
house  four  times  a day  to  irrigate  that  abdomen 
— 6 o’clock  in  the  morning,  at  noon,  6 o’clock  in 
the  evening  and  at  midnight.  In  self  defense, 
the  patient  finally  recovered.”  (23) 

At  the  end  of  May,  1892,  Dr.  Goodfellow 
held  a “Surgical  Week.”  Two  ?najor  operations 
were  performed  each  day.  Dr.  Francis  Haynes, 
of  Los  Angeles,  assisted  and  Dr.  Whitmore  acted 
as  nurse  and  anesthetist.  The  first  case  was  a 
vaginal  hysterectomy  for  cancer  of  the  cervix. 
At  that  time  large  clamps  were  used  to  control 
hemorrhage  and  the  surgeons  were  forced  to 
use  many  clamps  on  Mrs.  Handy  — divorced 
wife  of  Dr.  Handy.  There  was  a persistent  oozing 
of  blood,  twice  in  twelve  hours  the  patient  was 
given  an  anesthetic  and  the  clamps  readjusted. 
The  malignancy  returned  in  about  four  months 
but  Mrs.  Handy  lived  approximately  a year. 

The  next  day  the  same  operation  was  per- 
formed at  St.  Alary’s  Hospital  with  no  mishaps 
and  the  patient  soon  returned  to  her  home  in 
Bisbee.(24) 
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The  Bleeder  — 

A Study  of  Different  Laboratory 
Methods  of  Identification 


by 


E.  A.  Brucker,  M.D. 


This  short  and  easy  to  read  article  describes  an  approach  to  the  problem 
of  finding  the  potential  bleeder  before  he  undergoes  surgery. 


A Study  of  Different  Laboratory 
Methods  Available  for  Identification 

The  problem  of  trying  to  predict  who  will 
bleed  during  surgery  is  not  new.  Many  tests 
have  been  used  in  an  attempt  to  determine  be- 
fore surgery  the  “bleeder”.  Until  recently  no  sin- 
gle test  or  group  of  tests  had  been  too  success- 
ful.(l). 

The  principle  methods  used  to  determine  pre- 
surgical  bleeders  before  1962  varied,  but  in  gen- 
eral consisted  of  either  the  Ivy  or  Duke  bleeding 
time  and  the  Lee-White  or  capillary  coagulation 
time.  The  Ivy  and  Lee-White  procedures  are 
very  useful  in  a coagulation  work-up  but  only 
about  60%  of  known  bleeders  can  be  identified 
using  these  two  tests.  The  Duke  test  and  the 
capillary  coagulation  time  are  poor  substitutes. 


Associate  Pathologist,  St.  Mary’s  Hospital,  Tucson,  Arizona. 
Doctor  Brucker  has  offices  at  1641  N.  Tucson  BlvcL,  Tucson. 


The  Ivy  and  Lee-White  Tests  were  frequently 
used  before  surgery  and  although  an  occasional 
bleeder  was  missed,  our  experience  with  these 
procedures  showed  more  patients  with  abnormal 
tests  necessitating  the  cancellation  of  surgery  and 
an  extensive  coagulation  work-up  only  to  find 
no  coagulation  defect.  Table  I. 

In  1962  Nye  and  Associates(2)  published  an 
article  using  the  partial  thromboplastin  time 
(PTT)  to  detect  latent  bleeders.  The  results 
were  so  successful  that  this  test  has  rapidly  been 
adopted  as  a screening  procedure  for  pre-surgi- 
cal  patients  and  patients  with  a past  history  of 
“bleeding.” 

Early  in  1963  we  began  using  one  of  the  PTT 
methods  but  noted  too  many  elevated  values  to 
justify  using  this  test  routinely.  As  a result  we 
decided  to  evaluate  the  three  principle  methods 
using  the  procedures  as  described  by  the  three 
companies.  One-hundred  unselected  pre-surgical 
patients  were  tested.  Since  all  of  the  methods 
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have  essentially  the  same  normal  values,  i.e.,  40- 
100  seconds,  any  test  over  100  seconds  was  con- 
sidered abnormal.  The  three  procedures  tested 
showed  the  following  number  of  abnormal  tests: 

1.  Procedure  O had  (1). 

2.  Procedure  W had  (16). 

3.  Procedure  D had  (2). 

None  of  these  patients  bled  during  surgery. 

The  problem  of  abnormal  PTT’s  resolved  it- 
self in  our  laboratory  by  changing  to  a differ- 
ent method.  Since  the  survey  we  have  used  Or- 
tho’s Thrombofax  method  with  excellent  results. 
To  complete  our  study  we  also  evaluated  the 
bleeding  and  coagulation  time  with  the  PTT. 
We  selected  another  one-hundred  pre-surgical 
patients.  See  table  2.  There  was  no  abnormal 
bleeding  in  this  group  of  patients. 


Tables  I and  II 

Table  I 

Table  II 

Abnormal  Lee-White  Coag.  Time 

14 

12 

Abnormal  Ivy  Bleeding  Times 

2 

3 

Abnormal  PTT 

0 

0 

Total  patients  Tested 

100 

100 

During  the  survey  we  had  several  patients 
who  began  to  bleed  while  on  anti-coagulant 
therapy.  The  PTT  was  prolonged  in  these  pa- 
tients and  was  probably  due  to  a deficiency  of 
factor  IX  and  X,  since  their  prothrombin  tests 
were  about  10%.  There  were  no  abnormal  PTT’s 
found  in  our  daily  prothrombin  patients  in  the 
therapeutic  range.  A further  study  is  now  being 
done  to  evaluate  patients  who  bleed  during  anti- 
coagulant therapy. 

We  were  fortunate  in  having  two  patients 
with  hemophilia  (factor  VIII)  and  one  with 
Christmas  Disease  (factor  IX)  to  test  during  our 
survey.  All  three  had  prolonged  PTT’s.  (3) 

Summary 

The  Partial  thromboplastin  test  (PTT)  is  an 
excellent  test  to  screen  pre-surgical  patients  and 
to  identify  patients  with  a past  history  of  bleed- 
ing. In  our  laboratory  the  Ortho  Thrombofax 
method  gave  the  most  consistent  results.  It  is 
more  accurate  than  the  bleeding  and/or  coagu- 
lation test.  It  does  not  identify  the  defect  in  the 
coagulation  mechanism. 
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A full  complement  of 

highly  trained  registered  nurses 
helps  make  the  patient’s  stay  at  Camelback  Hospital 
an  infinitely  more  pleasant  one. 

A normal  ratio  of  more  than 
one  registered  staff  nurse  for  every  two  patients 
assures  maximum  attention  and  consideration 
at  all  times.  Constant  care  and  supervision 
of  patients  is  provided  around  the  clock 

by  the  entire  hospital  staff. 


5055  North  34th  Strei 
AMherst  4-4L 
PHOENIX,  ARIZOt 

ARIZONA  FOUNDATION  FOR  NEUROLOGY  AND  PSYCHIAT 

A Non-Profit  Corporati 


L 


ocated  in  the  heart  of  the  beautiful  Phoenix  citrus  area 
near  picturesque  Camelback  Mountain,  the  hospital  is 
dedicated  exclusively  to  the  treatment  of  psychiatric 
and  psychosomatic  disorders,  including  alcoholism. 


APPROVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS;  and  THE  AMERICAN  PSYCHIATRIC  ASSOCIATE 


Who  developed 
the  first  compound 
charcoal  filter? 

HERE’S  THE  ANSWER  IN  BLACK  AND  WHITE: 


I o'.  r 'or  •'-r  >'  'j"- 


The  first  cigarette  with  a rnpd- 
ern  compound  charcoal  filter 
was  introduced  by  The  Ameri-' 
can  Tobacco  Company  in  1958.' 
Its  name:  Dual  Filter  Tareyton. 

Behind  the  introduction  of  “ 
this  first  compound  filter  lay" 
years  of  research  and  experi- 
mentation by  American  Tobac-;  j 
co.scientists.to  produce  a filter- 
that  would  improve  the  taste  ■ 
and  flavor  of  fine  tobacco.  This/  , 
was  a large  order,’  but  it  was, 
filled  by.the  Dual  Filter  Tareyton  " 
compound  filter'  ' * ‘ 

With  an  outer  filter-of  white 
cellulose  acetate  and  an  inner  , 
filter  of  activated  charcoal,  this 


compound  filter  is  just  the 
right  complement  to  Dual  Filter 
Tareyton's  quality  tobaccos. 
Proof  of  its  success  may  be 
seen  in  the  exceptional  loyalty 
Dual  Filter  Tareyton  smokers 
have  for  their  brand. 

Developing  and  perfecting 
the  first  compound  charcoal  fil- 
ter took  many  years.  Maybe  this 
proves  something:  our  persist- 
ent dedication  to  maintaining— 
and  ever  improving— the  high 
quality  of  our  products. 

For  at  The  American  Tobacco 
Company,QUALiTY  OF  product 
IS  ESSENTIAL  TO  CONTINUING 
SUCCESS. 


© A.  T.  Co. 


CTHf  AMfBICAN  C Br  TKt  AMtRICAN 

lOBACCO  CO.  TOBACCO  COMPANT 
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Both  the  Cream  and  Ointment  rarely  sensitize  and  are  bactericidal 
to  virtually  all  gram-positive  and  gram-negative  organisms  found  topi- 
cally, including  Pseudomonas  aeruginosa  and  Staphylococcus  aureus. 


Indications:  Wherever  infection  occurs  and  is  accessible  for  topical  therapy. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be  taken  if  this 
occurs. 

‘NEOSPORIN’®brand 

POLYMYXIN  B / NEOMYCIN  / GRAMICIDIN 

ANTIBIOTIC  CREAM 

Ingredients:  Each  gram  contains:  ‘Aerosporin’® 
brand  Polymyxin  B*  Sulfate  10,000  Units;  Neomy- 
cin Suifate  5 mg.  (equivaient  to  3.5  mg.  Neomycin 
Base):  Gramicidin  0.25  mg. 

In  a smooth,  white,  water-washable  vanishing  cream  base 
with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid 
petrolatum,  white  petrolatum,  distilled  water,  propylene 
glycol,  polyoxyethylene  polyoxypropylene  compound, 
emulsifying  wax  and  0.25%  methylparaben  as  preservative. 

*U.S.  Patent  Nos.  2,565,057-2,695,261 

Available:  In  15  Gm.  tubes. 


‘NE0SP0RIN’®brand 

POLYMYXIN  B / BACITRACIN  / NEOMYCIN 

ANTIBIOTIC  OINTMENT 

Ingredients:  Each  gram  contains:  ‘Aerosporin’® 
brand  Polymyxin  B Suifate  5,000  Units;  Zinc  Baci- 
tracin 400  Units;  Neomycin  Sulfate  5 mg.  (equiv- 
alent to  3.5  mg.  Neomycin  Base). 

Available:  Tubes  of  1 oz.,  V2  oz.  and  Vs  oz. 

Complete  literature  available  on  request  from 
Professional  Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO. 
(U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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Arizona  Medicine 


FOR  YOUR 
ELDERLY 
ARTHRITIC 
PATIENTS... 


^ ^ 


Effectiveness,  dependability  and  reassuring  Safety  Factors  make 
Pabalate-SF  a logical  choice  for  antiarthritic  therapy  in  elderly  pa- 
tients—even  when  osteoporosis,  hypertension,  edema,  peptic  ulcer, 
cardiac  damage,  latent  chronic  infection  and  other  common  geriat- 
ric conditions  are  present.  The  potassium  salts  of  Pabalate-SF  can- 
not contribute  to  sodium  retention ..  .the  enteric  coating  assures 
gastric  tolerance . . . and  clinical  experience  shows  that  this  prepara- 
tion does  not  precipitate  the  serious  reactions  often  associated  with 
corticosteroids  or  pyrazolone  derivatives. 


Side  Effects;  Occasionally,  mild  salicylism 
may  occur,  but  it  responds  readily  to  ad- 
justment of  dosage.  Precaution:  In  the 
presence  of  severe  renal  impairment,  care 
should  be  taken  to  avoid  accumulation  of 
salicylate  and  PABA.  Contraindicated:  An 
hypersensitivity  to  any  component. 

A/so  available:  Pabalate— when  sodium 
salts  are  permissible.  Pabalate-HC— 
Pabalate-SF  with  hydrocortisone. 


) 

/ 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 


In  each  persian-rose  enteric-coated  tablet:  potas- 
sium salicylate  0.3  Gm.,  potassium  para-aminobe^ 
zoate  0.3  Gm.,  ascorbic  acid  50.0  mg. 

—the  new,  convenient  way  to  prescribe 
PABALATE-SODIUM  FREE 


A Valuable  Contribution  To  Medical  Literature 


A DEFINITIVE  STUDY 
ON  DOUCHING 


Vaginal  Djnc 

Observations  on  Some  o 

Pentecost,  M.D. 

f nvnecology 
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A SEARCH  OF  MEDICAL  LITERA- 
TURE REVEALS  NO  COMPARABLE 
OBJECTIVE  EVALUATION  OF  THE 
SUBJECT. 


The  authors  state  at  the  outset, 

"Each  physician  has  his  own  idea  of 
the  value  or  harm  of  the  vaginal  douche 
and  many  have  expressed  such  ideas 
in  writing.  Such  opinions  have  been 
arrived  at  without  any  intensive  inves- 
tigation or  observation  of  subjects  using 
douches  as  compared  to  those  not  using 
them.  The  purpose  of  this  study  is  to 
report  our  observations  on  three  groups 
of  patients,  one  taking  no  douches,  a 
second  douching  with  a medicated 
solution*  and  a third  douching  with 
plain  water.”i 

1.  West.  J.  Surg.,  Obsts.  & Gynec.:  71:122-121,  1963 


*The  medicinal  powder  used  in  this  study  was  META 
CINE®,  a scientifically  formulated  preparation  con- 
taining; papain,  lactose,  citric  acid,  methyl  salicylate, 
eucalyptol,  menthol  and  chlorothymol. 


OBSERVATIONS  BASED  ON 
EXTENSIVE  AND  THOROUGH 
EXAMINATION  SCHEDULE. 

"One  hundred  patients  were  selected 
at  random,  regardless  of  their  chief 
complaint,  from  the  general  population 
attending  the  Out-Patient  Gynecology 
Clinic  of  The  Johns  Hopkins  Hospital. 
Those  selected  were  reexamined  at  1,  3, 
6, 9 and  12  months  after  the  initial  visit.” 
"At  intervals  patients  were  switched  to 
the  regimen  of  another  group  so  that 
comparison  of  the  effect  of  douching 
or  not  douching  might  be  made  in  the 
same  individual.” 

Three  years  were  required  to  complete 
the  study. 

An  evaluation  of  the  objective  findings 
of  the  study  demonstrates  that  douch- 
ing with  META  CINE®  had  the  following 
effects  on  vaginal  secretion: 

• increased  Doderlein  organisms, 

• proved  effective  in  lowering  WBC 
counts, 

• proved  effective  in  increasing  glyco- 
gen content. 

META  CINE®  was  found  to  be  a good 
antagonist  to  vaginal  discharge  and 
irritation — and  also  proved  effective  in 
reducing  cervicitis. 

No  untoward  effects  of  douching  were 
encountered  in  the  study. 


Reprints  of  the  complete  study  and  professional 
samples  of  Meta  Cine  are  available  on  request. 


[B 
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BRAYTEN  PHARMACEUTICAL  COMPANY  • Chattanooga  9,  Tennessee 
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throughout  the  wide  > 

middle  range  of  pain— 
control  with  one 
analgesic  formula 

PERCODAN 

Each  scored  ye//ow  Percodan* 

Tablet  contains  4.50  mg. 
oxycodone  HCI  (^/^orning: 

May  be  habit-forming), 

0.38  oxycodone  terephthalate 
CWarning:  May  be  habit-forming), 

0.38  mg.  homatropine  terephthalate, 
224  mg.  aspirin,  160  mg. 
phenacetin,  and  32  mg.  caffeine. 

In  a comprehensive  range  of 
indications  marked  by  moderate 
to  moderately  severe  pain, 

Percodan  assures  speed,  duration, 
and  depth  of  analgesia  by  the 
oral  route . . . acts  within  5 to  15 
minutes . . ■ usually  provides 
uninterrupted  relief  for  ^ hours 
or  longer  with  Just  1_  tablet . . . 
rarely  causes  constipation. 


MM 
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Us 


i 
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.versie  Adult  Dose-1  tablet  every  6 hours.  Precautions,  Side  Effects  and  Centraindicatiens -The  habit-forming  potentialities  of 
'ercodan  are  somewhat  iess  than  those  of  morphine  and  somewhat  greater  than  those  of  codeine.  The  usual  precautions  should  be 
bserved  as  with  other  opiate  analgesics.  Although  generally  well  tolerated,  Percodan  may  cause  nausea 

ome  patients.  Percodan  should  be  used  with  caution  in  patients  with  known  idiosyncrasies  to  aspirin  or  phenacetin,  and  in  those  with 
ilood  dyscrasias.  Also  available:  Percodan®-Demi,  containing  the  complete  Percodan  formula  but  with  only  half 
he  amount  of  salts  of  oxycodone  and  homatropine.  Both  products  are  on  oral  Rx  in  all  states  where  laws  permit.  ■ To 
larcotic  order  required.  Literature  on  request.  ENDO  LABORATORIES  Richmond  Hill  18,  New  York 


*U,  S.  Pats.  2,628,185  and  2,907,768 


73rd 

ANNUAL 

MEETING 


he’ll  like  the  way 
ittastes 


*By  lic^efying  secretions  in  the 
respiratory  tree,  Cheracol  makes  it  easier 
for  the  patient  to  cough  — in  accord 
with  the  physiologic  defense  mechanism. 

© 1964,  THE  UPJOHN  COMPANY 
THE  UPJOHN  COMPANY,  KALAMAZOO,  MICHIGAN 


SAVE  $5.00  — Pre-register  now! 
$55.00  total 

EXHIBIT  Attendance  Awards 
25  pair  of  tickets  to 
ASU  vs.  U of  A 
Football  Game 

WINNERS  announced  at  President's 
Reception  Friday  Night 

BLUE  SHIELD  Annual 
Corporate  Meeting 
Tuesday,  3 p.m. 
Wednesday,  11  a.m. 

HOUSE  OF  DELEGATES 

BREAKFAST  SEMINARS 
Thursday  & Friday  Mornings 

SPECIALTY  GROUP  LUNCHEONS 
Thursday  & Friday 

HEAR-  i 

Nationally  recognized  physicians  i 
discuss  TRANSPLANTS  and  CANCElj 

SEE-  I 

The  new  drugs,  procedures  and 
equipment  offered  at  the  Commercii 
and  Scientific  EXHIBITS 

LEARN - 

About  Medical  Education 
in  Arizona 

Son  Marcos  Hotel, 


APRIL  29th 
to  IMAY  2nd 
1964 


because 

it  worked* 

in  coughs 


Confinuous  Activities  for 
the  doctor  of  medicine  and  his  spouse 

dnesday  Night - 

Reception  and  LUAU  Dinner 
at  Poolside 


jrsday  Afternoon- 

Dick  Smith  Swim  Review  at 
Poolside  Sponsored  by 
Woman's  Auxiliary 

Golf  Tournament -$10.00 
includes  greens  fees  & 
trophies  to  winners 

Bowling  Tournament -$5.00 
covers  alley  fee  & 
trophies 


irsday  Night- 

Reception  and  Shore  Dinner 
at  the  Club  House 


day  Night - 

President's  Reception 
at  Poolside 


Dinner  Dance  in  the 
Garden  Room 


Chandler,  Arizona 


I 
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By  liquefying  secretions  in  the 
respiratory  tree,  Cheracol  made  it  <5asier 
for  the  patient  to  cough  — in  accord, 
with  the  physiologic  defense  mechanism 

($1964.  THE  UriOHN  COMPANY 


THE  UPJOHN  COMPANY,  KAUAMAii>'i7  ♦‘UCHIGAN 


A Statement  to  physicians 
concerning  a new  concept 
in  infant  feeding... 


What  is  “Nursette”? 

The  Nursette  disposable  formula  bottle  is  the  ultimate 
in  simplicity  and  safety  for  routine  formula  feeding. 
The  Nursette  unit  consists  of  a glass  bottle  already  filled 
with  Enfamil  in  20  cal./oz.  dilution.  No  further  prepa- 
ration is  required.  Just  twist  off  the  cap,  attach  a con- 
ventional nipple  unit  of  choice  and  the  Nursette  bottle 
is  ready  for  feeding. 

The  Nursette,  with  Ready-to-Use  Enfamil  formula, 
is  available  in  three  sizes  (4,  6 and  8 oz.)  to  keep  pace 
with  the  infant’s  growing  appetite.  It  is  safe  to  store  un- 
opened without  refrigeration  and  feed  without  warming, 
if  desired.  Also,  there  are  no  cans  to  open,  no  ingredi- 
ents to  mix  or  measure,  no  bottles  to  wash  and  sterilize. 

Although  the  concept  of  a presterilized,  ready-to- 
use  formula  sealed  in  a glass  nursing  bottle  seems  rela- 
tively simple— the  actual  production  of  such  a unit  is 
extremely  complex.  Ten  years  of  research  and  develop- 
ment were  required  to  solve  technological  problems  and 
perfect  the  needed  processes.  While  bottles  filled  with 
formula  are  in  constant  motion,  high  heat  is  applied  for 
a critically  short  period.  The  result;  a sterile  formula 
with  the  natural  whiteness  of  whole  milk  and  maximal 
retention  of  all  nutritional  values. 

©1964  MEAD  JOHNSON  & COMPANY,  EVANSVILLE,  INDIANA 
•nursette  is  a TRADEMARK  OF  MEAD  JOHNSON  & COMPANY 


Who  uses  “Nursette”? 

The  Nursette  unit  is  for  routine  feeding  of  normal 
fants.  Nursette  with  ready-to-use  formula  elimin^ 
much  of  the  work  and  worry  associated  with  curr 
methods  of  formula  preparation.  Consumer  survj 
with  hundreds  of  mothers  indicate  a high  prefere 
for  this  new  concept  in  infant  feeding. 

Infant  feeding  with  the  Nursette  unit  offers  practi 
benefits  to  both  the  inexperienced  parent  and  the  h 
ried  multipara  — without  compromising  nutritioj 
quality.  In  turn,  only  a minimum  amount  of  your  ti 
is  required  for  counseling  anxious  mothers  on  the  pr 
lems  of  formula  preparation.  | 

For  infant  feeding  in  the  home,  the  Nursette  dispc 
ble  formula  bottle  provides  clinically  proven  Enfai 
Infant  Formula  in  the  most  practical  and  conveni 
form.  This  consistent  20  cal./oz.  nutrition  may  be  ui 
exclusively  or  in  conjunction  with  formula  prepai 
from  Enfamil  concentrated  liquid  or  powder. 

As  the  ultimate  in  simplicity  and  safety  for  ho 
feeding,  the  Nursette  disposable  formula  bottle  will, 
doubt,  interest  many  parents.  In  keeping  with  our  dt 
cation  of  “Serving  All  Needs  in  Infant  Nutritio: 
Mead  Johnson  Laboratories  is  proud  to  make  thisr 
product  available  to  you  and  your  patients. 


Mead  Johnson 
Laboratories 


Symbol  of  service  in  medicine 


Enfamir  NURSETTE 
ready- to -use 

disposable  infant  formula  unit 


EMQTIOIMAL 

RELIEF 


PHYSICA 


AH  day  long 

. . . keeps  the  patient  calm, 
and  the  mind  clear. 


AH  night  too 

. . . aids  restful  sleep,  with 
no  barbiturate  hangover. 


MEPROSPAIM-400 

(MEPROBAMATE  400  MG.  SUSTAIIMED  RELEASE) 

Simplified,  convenient  dosage  for  emotional  relief. 


Side  effects:  ‘Meprospan’  (meprobamate,  sustained  release) 
is  remarkably  free  of  untoward  reactions.  Daytime  drowsiness 
has  not  been  reported.  Rare  allergic  or  idiosyncratic  reactions 
may  occur,  generally  developing  after  1-4  doses  of  the  drug. 

Contraindications:  Previous  allergic  or  idiosyncratic  reactions 
to  meprobamate  contraindicate  subsequent  use. 

Precautions:  Should  administration  of  meprobamate  cause 
drowsiness  or  visual  disturbances,  the  dose  should  be  reduced. 
Operation  of  motor  vehicles  or  machinery  or  other  activity 
requiring  alertness  should  be  avoided  if  these  symptoms  are 
present.  Effects  of  excessive  alcohol  may  possibly  be  increased 
by  meprobamate.  Prescribe  cautiously  and  in  small  quantities 


to  patients  with  suicidal  tendencies.  Massive  overdosage  may 
produce  lethargy,  stupor,  ataxia,  coma,  shock,  vasomotor  and 
respiratory  collapse.  Consider  possibility  of  dependence,  par- 
ticularly in  patients  with  history  of  drug  or  alcohol  addiction; 
withdraw  gradually  after  prolonged  use  at  high  dosage. 

Complete  product  information  available  in  the  product  pack' 
age,  and  to  physicians  upon  request. 

Usual  adult  dosage:  One  400  mg.  capsule  or  two  200  mg. 
capsules  at  breakfast;  repeat  with  evening  meal. 

Supplied:  ‘Meprospan’-400  (meprobamate  400  mg.),  ‘Mepro- 
span’-200  (meprobamate  200  mg.),  each  in  sustained- release 
capsules.  Both  potencies  in  bottles  of  30. 


CME‘760 


WALLACE  LABORATORIES  ® Cranbury,  N.  J. 


E HAVE  been 
busy  during  the 
month  of  February  at 
the  time  that  this  let- 
ter was  written  and 
now  much  of  this  will 
be  a matter  of  history 
and  only  a matter  of 
record.  I cannot  em- 
phasize too  much  that 
this  is  a busy  time  for 
our  State  Society.  In 
many  respects  a year 
of  activity  seems  to 
be  transacted  within 
the  short  space  of  a short  month.  Reports  are 
to  be  submitted  by  the  first  of  March.  This 
necessitates  many  committee  meetings.  The 
tempo  of  all  activity  is  greatly  increased.  All  this 
must  be  done  in  addition  to  our  ordinary,  order- 
ly daily  operation  of  the  State  Office.  Everything 
points  to  the  Annual  State  Meeting  in  Chandler 
Tuesday,  April  28  to  Saturday,  May  2,  with  the 
meetings  of  the  House  of  Delegates.  This  is  our 
Medical  State  Legislature  with  resolutions  (our 
bills)  to  be  considered  and  possibly  enacted. 
New  officers  are  to  be  elected  and  a new  presi- 
dent will  assume  office. 

Legislation 

I cannot  close  this  letter  without  saying  a 
few  words  about  our  legislative  program,  the 
outcome  of  which  is  uncertain  at  this  time.  The 
Legislature  is  in  the  second  month  of  its  session, 
and  much  hangs  in  the  balance. 

All  the  doctors  of  the  State  Society,  the  of- 
ficers, the  Legislative  Committee,  the  Central 
Office  Staff  and  our  State  Legal  Counsel  have 
played  an  important  role  in  these  activities.  All 
have  given  a tremendous  amount  of  energy  al- 
most working  constantly  in  an  attempt  to  carry 
the  legislative  program  through  to  success  and 
have  the  bills  enacted. 

It  begins  to  appear  that  eventually  your  presi- 
dent may  be  forced  to  live  in  Phoenix  during 
the  month  of  February  to  successfully  ride  herd 
on  all  the  various  commitments  and  to  help  to 
successfully  carry  through  our  program. 

We  are  vitally  interested  in  the  implementa- 
tion of  the  Kerr-Mills  Law,  the  Amendment  to 
the  Basic  Science  Law,  the  Medical  Practice 
Act,  and  the  Good  Samaritan  Bill.  At  this  time* 
these  bills  are  in  the  legislative  mill  and  only 
time  will  tell  the  outcome.  In  addition,  there 


President's  Page 

are  many  other  bills  of  the  hundreds  that  are 
introduced  that  affect  the  health  of  the  people 
of  the  state  of  Arizona  that  need  to  be  checked 
and  a decision  made  as  to  our  position  on  the 
particular  bill  in  view  of  the  test  of  how  it  af- 
fects the  health  of  the  people  of  Arizona. 

Our  Annual  State  Meeting  will  be  held  in 
Chandler,  beginning  Tuesday,  April  28  and  will 
continue  through  until  Saturday,  May  2.  You 
have  received  information  about  this  meeting 
which  provides  an  excellent  program  that  your 
Scientific  Assembly  Committee  has  worked  hard 
to  fabricate,  through  many  meetings  and  much 
travel. 

Top  Doctor-Scientists  will  present  the  scien- 
tific program  for  our  scientific  uplift.  Social  ac- 
tivities with  a luau  on  Wednesday,  a shore  dinner 
on  Thursday,  and  the  grand  finale  — The  Presi- 
dent’s Reception  and  Dinner  Dance  — on  Friday 
night,  will  all  offer  lighter  moments  of  relaxa- 
tion. Golf,  bowling  and  many  other  non-sched- 
uled  activities  will  round  out  a real  bang-up 
Medical  get  together. 

Auxiliary 

Our  ladies  who  have  worked  with  us,  helped 
us  with  our  major  problems  and  supported  us 
throughout  the  year,  have  developed  a program 
tailored  for  all  the  ladies  of  the  State  Society 
for  this  meeting.  I am  sure  that  the  wives  will 
have  an  excellent  time  at  Chandler.  It  has  the 
atmosphere  and  surroundings  that  have  been 
incorporated  into  our  meetings.  Whatever  our 
lady  wishes  to  do,  she  will  find  at  Chandler  — 
change,  relaxation,  the  pool,  golf,  meetings, 
planned  activities  or  do  nothing.  Everything  has 
been  done  to  make  this  a meeting  for  everyone, 
regardless  of  what  one  wants  to  do.  In  addi- 
tion, our  ladies  have  undertaken  the  matter  of 
advanced  registration  this  year,  and,  I under- 
stand they  are  doing  an  excellent  job.  We  want 
to  make  this  a very  successful  meeting  in  every 
way. 

The  various  committees  and  individuals  have 
pooled  forces.  The  scientific  Assembly  Commit- 
tee, your  Officers  and  Board  of  Directors,  the 
Woman’s  Auxiliary,  the  Central  Office  and  hotel 
management  provide  a combination  of  events 
that  will  give  you  an  outstanding  state  meet- 
ing. They  all  deserve  our  undivided  support,  co- 
operation and  attendance  to  make  this  Annual 
Meeting  the  best  that  we  have  ever  had. 

See  you  in  Chandler  in  April. 
WILLIAM  B.  STEEN,  M.D.  President 


William  B.  Steen,  M.D. 


March,  1964 
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Young  Woman 
Reading  a Letter 

JOHANNES  VERMEER 

1632-1675 


In  Pregnancy. . . 

METAMUCIi:  Acts  Gently,  Safely,  Effectively 

brand  of  psyllium  hydrophilic  mucilloid 


The  highly  refined  mucilloid  of  Metamucil 
corrects  constipation  in  pregnant  patients 
simply  by  augmenting  the  natural  stimulus 
to  peristalsis. 

The  bland,  smooth  bulk  provided  by 
Metamucil  softens  hard  fecal  masses,  stim- 
ulates natural  reflex  activity  of  the  intestinal 
musculature  without  irritant  or  systemic  ef- 
fects and  tends  to  restore  the  normal 
rhythms  of  elimination. 

Average  Adult  Dosage:  One  rounded  tea- 
spoonful of  Metamucil  powder  (or  one 


packet  of  Instant  Mix  Metamucil)  in  a glass 
of  cool  liquid.  Metamucil  powder  contains 
equal  amounts  of  refined,  purified  psyllium 
and  dextrose  furnishing  14  calories  and  is 
available  in  containers  of  4, 8 and  16  ounces. 

Instant  Mix  Metamucil  is  supplied  as  in- 
dividual single-dose  packets,  each  incorpo- 
rating 0.25  Gm.  of  sodium,  in  cartons  of  16 
and  30. 

e.  D.  S EAR  LE  & co. 

CHICAGO,  ILLINOIS,  60680 

Research  in  the  Service  of  Medicine 
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OPEN  LETTER  TO  PERTINAX* 


“PertinETx” 

c/o  British  Medical  Journal 
B.M.A.  House 
Tavistock  Square 
London,  W.C.I.,  England 
Dear  Sir: 

We  were  surprised  and  sorry  to  learn  that 
neither  your  editor  nor  you  would  permit  us 
to  republish  your  provocative  column  “Without 
Prejudice”  appearing  in  the  British  Medical 
Journal  August  17,  1963.  It  had  been  called  to 
our  attention  by  one  of  our  members  who  felt 
it  would  certainly  be  of  interest  to  our  readers. 

**Doctor  A.  F.  Morrison  of  Phoenix  brought  io 
our  attention  an  editorial  titled  “Without  Preju- 
dice” appearing  in  the  British  Medical  Journal 
August  17,  1963.  It  was  signed  “Pertinax”  (dic- 
tionary definition:  “stubborn  . . Our  request 
to  republish  this  column  in  Arizona  Medicine 
teas  denied  by  the  editor  and  “Pertinax”  This 
letter  is  our  reply. 


This  letter  to  you  is  written  not  with  malice, 
but  with  a feeling  of  disiippointment  and  sad- 
ness that  while  the  freedom  of  man  was  your 
expressed  underlying  concern,  you  have  denied 
your  medical  colleagues  in  Arizona  the  freedom 
to  learn  from  your  mature  and  thoughtful 
column. 

For  us  to  read  your  description  of  the  Na- 
tional Health  Service  as  “a  thing  of  shreds  and 
patches”  is  not  for  us  to  be  critical  of  you  or 
your  system.  Instead,  we  try  to  learn  from  your 
experience  and  we  are  interested  that  “what  the 
G.P.  is  beginning  to  discover  is  that  he  has 
been  presented  with  the  illusion  of  freedom.” 

As  you  are  no  doubt  aware,  there  are  those 
in  our  country  who  would  not  agree  with  you 
that  “the  supreme  public  issue  today  is  ‘Social- 
ism or  Freedom’.”  Mtmy  of  our  political  spokes- 
men know  well  the  truth  of  “Bevan’s  dictum  that 
the  National  Health  Service  is  at  the  heart 
of  politics,”  but  they  do  not  acknowledge  this 
to  their  constitutents. 
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CONTRIBUTIONS 

The  Editor  sincerely  solicits  contributions  of  scientific  arti- 
cles for  publication  in  ARIZONA  MEDICINE.  All  such  con- 
tributions are  greatly  appreciated.  All  will  be  given  equal 
consideration. 

Material  submitted  for  publication  in  ARIZONA  MEDI- 
CINE should  conform  to  the  following  policies: 

1.  Manuscripts,  including  references  or  bibliography,  should 
be  typewritten,  double-spaced,  on  one  side  of  the  paper  only, 
and  the  original  and  a carbon  enclosed. 

2.  Be  guided  by  the  general  rules  of  medical  writing  as  fol- 
lowed by  the  JOURNAL  OF  THE  AMERICAN  MEDICAL 
ASSOCIATION. 

3.  Although  the  Editors  try  to  catch  inaccuracies,  the  ulti- 
mate responsibility  is  the  author’s. 

4.  Articles  are  accepted  for  publication  only  if  they  are 
contributed  exclusively  to  this  Journal.  Ordinarily,  contribu- 
tors will  be  notified  within  60  days  if  a manuscript  is  ac- 
cepted for  publication.  Every  effort  will  be  made  to  return  un- 
used manuscripts. 

5.  The  Journal  reserves  the  right  to  edit  all  material. 

6.  Reprints  will  be  supplied  to  the  author  at  printing  cost. 


Editorials  of  Arizona  Medicine  are  the  opinions  of  the  authors  and  do  not  necessarily  represent  the  official  stand  of  The  .Arizona 
Medical  Association,  Inc.  The  opinions  of  the  Board  of  Directors  may  be  sought  in  the  published  proceedings  of  that  body. 
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In  the  final  analysis  the  doctors  of  Arizona 
and  the  doctors  of  Great  Britain  are  anxious  for 
the  best  care  for  their  patients.  We  are  con- 
cerned about  this  care  when  we  read  your  com- 
ments that  “the  free  and  unfettered  access  of 
the  patient  to  the  G.P.  encourages  thoughtless 
access,  and  in  fact  makes  it  more  difficult  than 
ever  for  the  G.P.  to  examine  thoroughly  those 
in  medical  need  of  examination.” 


If  any  comments  in  our  modest  journal  are  of 
interest  to  you  at  any  time  you,  naturally,  have 
our  permission  to  reprint  such  material.  We 
hope  that  in  the  future  you  will  not  deny  us 
the  privilege  of  bringing  some  of  your  thought- 
ful comments  to  our  readers  as  well. 

Sincerely  yours, 
Robert  F.  Lorenzen,  M.D. 

Editor-in-Ghief 


QUALIFICATION  OF  WORLD  LEADERS 


Events  of  the  past  few  days,  months  and 
particularly  the  past  50  years,  bring  into  fo- 
cus the  tremendous  significance  that  often  must 
be  placed  on  the  decisions  of  one  man.  That 
DeGaulle  feels  free  to  disregard  his  allies  in  the 
cold  war  and  make  the  momentous  decision  to 
recognize  Red  Ghina  seems  incredible  to  some 
of  us  in  the  U.S.  Whether  this  decision  justifies 
questioning  the  man’s  sanity  or  not  is  not  the 
point  I am  discussing  but  the  far  broader  ques- 
tion of  need  for  and  methods  of,  establishing 
limiting  qualifications  for  governors  in  the  so- 
ciety of  today. 

Throughout  the  history  of  man  in  many  vary- 
ing circumstances  the  rulers  of  a civilization 
survived  under  the  natural  or  supernatural  laws 
prevailing.  Usually  the  most  long  lasting  survived 
because  of  the  assumption  of  divinity,  which  was 
the  custom  during  the  5,000  years  before  the 
seventeenth  century.  The  natural  limitations  of 
military  might  provide  a termination  that  in- 
sured that  the  ruler  did  not  long  outlive  his 
usefulness,  namely  “He  that  lives  by  the  sword 
shall  die  by  the  sword.” 

In  the  past  50  years,  a striking  change  seems 
to  have  taken  place:  several  of  those  charged 
with  the  guidance  of  the  destiny  of  the  world 
have  been  past  70  years  of  age  and  some  past 
80.  Ghurchill,  Hindenburg,  DeGaulle  (74),  Ad- 
enauer, Syngman  Rhee  (89),  Ghiang  Kai-shek 
(77)  — now  Khrushchev  (70).  If  Hindenburg 
had  been  younger  and  vigorous,  there  might  not 
have  been  a Hitler. 

Further,  there  have  been  periods  when  the 
decisions  affecting  the  world  have  been  made 
by  men  whose  sanity  may  have  been  under 
question  or  some  serious  physical  handicap 
might  have  altered  sound  judgment,  such  as 
Kaiser  Wilhelm,  Hitler,  Stalin  and  some  U.S. 
presidents. 


Also,  the  immediate  future  seems  still  to  be 
in  the  hands  of  some  older  individuals  — the 
U.S.  succession  could  go  to  McGormick,  73  or 
Hayden,  87.  There  is  Haile  Sellassie,  75,  Nehru, 
74.  Does  not  India  need  more  than  sagacious 
judgment  at  the  helm?  Would  it  not  be  better 
to  have  one  capable  of  action?  And  one  who  will 
be  alive  to  share  in  the  results  of  that  action? 
Does  not  the  Police  State  of  Russia  offer  a great- 
er threat  of  uncertainty  because  of  Khrushchev’s 
age  which  makes  him  more  subject  to  arterial 
brain  damage? 

There  have  been  rulers  who  persisted  into 
their  70’s  and  were  considered  good.  But  their 
greatest  service  was  rendered  at  a younger  age. 

IT  WOULD  be  a contribution  to  society  to  have 
some  of  the  limibng  factors  agreed  upon.  The 
medical  profession  should  be  called  upon  to 
delineate  some  of  the  boundries  of  qualification. 
The  social  psychologists  would  make  a con- 
tribution and  the  legal  profession  might  then 
have  a basis  on  which  to  legislate.  Debate  over 
the  problems  involved  can  have  an  effect  on 
public  opinion. 

In  the  proposals  which  have  been  advanced 
for  changes  in  our  own  laws  governing  presi- 
dential succession,  there  seems  to  have  been 
very  little  said  about  medical  considerations  of 
health,  mental  or  physical  limitations  or  means 
of  establishing  even  defects  contributory  to  those 
limitations.  Perhaps  there  is  an  assumption  that 
medical  consultation  with  outstanding  medical 
authorities  would  be  automatic?  Is  this  a tenable 
assumption? 

Granted  the  problems  seem  well  nigh  in- 
soluble but  someone  must  start  thinking  about 
them.  We  may  hope  that  some  light  and  leader- 
ship will  develop  in  our  profession. 

Howell  S.  Randolph,  M.D. 

Guest  Editor 
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THE  ECONOMICS  OF  BLUE  SHIELD 
AND 

THE  SERVICE  BENEFIT  PRINCIPLE 


Reprints 


By  John  J.  Vance,  Executive  Vice  President 
Colorado  Medical  Service,  Inc. 


It  is  my  understanding  that  there  are  eleven 
Western  States  represented  here  at  this  limeheon 
today.  Also  represented  here  is  a broad  under- 
standing of,  and  — I hope  — patienee  with,  the 
great  variety  of  Plans  which  comprise  our  vol- 
untary health  insurance  system.  As  you  cope 
with  the  different  benefits  and  reporting  require- 
ments of  these  many  Plans,  you  have  no  doubt 
observed  that  our  voluntary  health  insurance 
system  is  really  no  system  at  all!  The  President 
of  the  New  York  City  Blue  Shield  Plan  noted 
this  in  a recent  published  paper  which  put  the 
word,  system,  in  quotes,  and  described  it  as 
a “confused  mixture  of  competing  mechanisms.” 
Competing  mechanisms  usually  employ  contrast- 
ing philosophies,  which,  in  this  instance,  we 
can  divide  into  two  broad  categories:  The  Selec- 
tive Rating  Philosophy  — and  the  Community 
Rating  Philosophy. 

Selective  Rating  seeks  to  enroll  the  good 
health  risks  and  does  so  at  prices  below  those 
which  Community  Rating  requires.  Community 
Rating  seeks  to  enroll  all  people  at  one  common 
rate,  which  pools  the  good  and  the  bad  health 
risks.  These  are  opposing  philosophies  and  can 
not  long  exist  side  by  side.  To  exist,  each  must 
enjoy  some  degree  of  success  and  — as  the  Selec- 
tive Rating  approach  succeeds  — it  chokes  off 
the  supply  of  good  health  risks,  making  it  more 
and  more  difficult  for  the  community  rating 
approach  to  obtain  a cross  section  of  the  com- 
munity health  status.  The  spread  between  the 
dues  charged  under  Selective  Rating  and  those 
charged  under  Community  Rating  will  increase 
in  relation  to  the  degree  of  success  which  Sel- 
ective Rating  achieves  in  enrollment;  and,  if  such 
successes  continue,  the  time  must  ultimately 
come  when  the  Community  Rating  system  prices 
itself  out  of  the  reach  of  the  market  it  was  de- 
signed to  serve. 

Those  who  oppose  socialized  medicine  should 
oppose  plans  which  employ  the  Selective  Rating 
system,  because  it  leads  us  blindly  in  the  direc- 
tion of  socialization.  Selective  Rating  favors  — 


in  benefits  and  rates  — the  good  health  risks 
and  segregates  the  poor  risks  and  subjects  them 
to  lower  benefits,  or  higher  rates.  Persons  so 
segregated  will  form  a dissatisfied  and  vocal 
group,  clamoring  for  government  intervention 
— in  the  belief  that  freedom  of  choice  in  the 
health  field  is  a luxury  they  can  no  longer  afford. 

Since  the  dues  established  through  Community 
Rating  are  higher  than  those  of  Selective  Rating, 
persons  of  good  health  can  be  enrolled  by  a 
community-rated  plan  only  if  that  plan  offers 
offsetting  attractions.  One  such  attraction  can  be 
the  non-cancellable  feature.  This  has  appeal  — 
even  to  the  good  risks,  because  it  can  be  demon- 
strated that  they  may  one  day  become  bad 
health  risks.  However,  the  most  important  attrac- 
tion available  in  luring  the  good  health  risk  away 
from  the  ephemeral  advantages  of  Selective  Rat- 
ing, to  the  higher  price  of  Community  Rating, 
is  the  service  benefit  principle.  The  service  bene- 
fit (or  paid-in-full)  feature  removes  the  un- 
known element  in  the  cost  of  medical  care  and 
makes  it  possible  for  a higher  community  rate 
to  compete  successfully  with  a lower  selective 
rate.  This  is  a feature  exclusively  reserved  for 
doctor-sponsored  Plans,  but,  unfortunately,  many 
Plans  are  not  using  this  feature  at  all  — and 
others  not  to  its  full  advantage. 

A Blue  Shield  Plan  which  uses  the  service 
benefit  feature  properly,  offers  a real  attraction 
to  its  members.  An  example  of  this  is  found  in 
one  of  the  ads  currently  used  by  California 
Physicians’  Service,  which  highlights  this  ex- 
clusive feature  with  the  headline:  FULL-PAY- 
MENT PROTECTION  FOR  MEDICAL 
COSTS  . . . TAILORED  TO  YOUR  EM- 
PLOYEES’ INCOMES.  It  is  unfortunate  that 
all  Blue  Shield  Plans  do  not  have  the  use  of  this 
attractive  device.  Like  Heinz  pickles.  Blue  Shield 
Plans  come  in  many  different  varieties.  For  our 
purposes,  these  many  varieties  can  be  reduced 
to  three  distinct  types:  The  Indemnity  Benefit 
Type;  the  Service  Benefit  Type,  and  the  Third 
Type,  which  employs  various  graduations  and 
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combinations  of  the  two  foregoing  concepts. 

Let’s  analyze  briefly  each  of  these  three  types 
of  Blue  Shield  Plans: 

1.  THE  INDEMNITY  TYPE.  This  approach 
contemplates  the  payment  of  given  fees,  as  al- 
lowances toward  physicians’  charges.  Doctors 
who  inaugurate  a Blue  Shield  Plan,  but  insist 
that  it  adhere  to  the  indemnity  philosophy,  are 
really  not  sponsoring  a Plan.  They  have  merely 
put  in  motion  a Plan  which  is  comparable  to  any 
commercial  indemnity  program.  In  the  long 
run,  this  type  of  Blue  Shield  Plan  will  be  unable 
to  use  the  community  rating  system  and  com- 
pete suecessfully  with  the  selective  rating  system 
of  commercial  health  insurance  programs. 

The  short-term  suecess  which  an  indemnity 
Blue  Shield  Plan  points  to,  can  be  largely  at- 
tributed to  the  public  acceptance  which  its 
companion  Blue  Cross  Plan  enjoys.  Of  itself, 
sueh  a Blue  Shield  Plan  offers  nothing  that  the 
commercial  Plans  can’t  duplicate. 

2.  THE  SERVICE  BENEFIT  TYPE.  Such  a 
program  assures  the  member  — without  re- 
gard to  income  and  consequent  ability  to  pay 
— full  payment  of  his  doctor’s  charges  for  cov- 
ered services.  A Plan  following  this  route  is  ask- 
ing too  much  of  a one-rate,  one-fee-schedule 
structure.  The  dues  which  support  this  one-fee- 
schedule,  full-service  concept,  are  applicable  to 
the  low  income  groups,  which  are  overcharged, 
as  well  as  the  high  income  groups,  which  are 
undercharged.  This  approach  presumes  — er- 
roneously, in  my  opinion  — that  doetors  have  one 
standard  fee  level.  Unless  such  a Plan  increases 
fees  and  increases  rates,  as  inflation  dictates, 
doctors’  fees  remain  static,  because  participating 
physicians  have  agreed  not  to  make  charges 
above  the  fee  schedule,  regardless  of  the  patient’s 
income. 

3.  THE  COMBINATION  APPROACH.  The 
Blue  Shield  Plan  which  combines  the  two  fore- 
going concepts  builds  elasticity  into  its  program 
and  such  a Plan  should  give  greater  satisfaction 
to  doctors  and  members  alike.  This  method  is 
called  the  service  benefits  series  and  is  a term 
which  describes  a Blue  Shield  Plan  employing 
several  fee  schedules  and  appropriately  related 
dues  levels.  These  fee  schedules  should  be  care- 
fully established  by  the  participating  physicians, 
who  then  agree  to  accept  these  fees  as  final 
compensation  for  members  within  given  income 
brackets.  The  fee  schedules  for  these  various 


income  level  Plans,  when  paid  in  behalf  of 
over-income  members,  then  become  indemnity 
allowances  toward  whatever  fees  the  physicians 
charge.  This  concept  not  only  provides  a par- 
ticipating physician  with  protection  against  static- 
fees  in  an  inflationary  economy,  but  also  offers 
greater  satisfaction  to  Plan  members,  because 
of  its  adaptability  to  the  medical  profession’s 
practice  of  charging  in  accordance  with  ability 
to  pay. 

The  medical  profession  and  — to  a lesser  ex- 
tent — the  dental  and  legal  professions,  are  the 
only  ones  in  our  economy  which  vary  fees  in 
aecordance  with  ability  to  pay.  Blue  Shield 
should  have  no  occasion  to  take  a position,  either 
in  favor  of  — or  in  opposition  to  — this  eoncept. 
We  recognize  that  this  practiee  is  customary  and 
accept  it  as  reasonable  — in  the  knowledge  that 
the  prieing  problems  of  a vendor  of  medical 
care  can  not  be  compared  with  those  of  a mer- 
chant. The  merchant  stocks  his  shelves  with 
products  of  varying  quality  and  price,  and  the 
customer  selects  an  item  in  accordance  with  his 
need  and  ability  to  pay.  The  doctor  has  various 
products  — in  the  form  of  different  services  — 
but  he  has  only  one  quality;  namely,  the  best 
service  he  is  trained  to  perform.  Unlike  the  mer- 
chant, who  may  withhold  his  product  if  he  feels 
payment  therefor  may  not  be  forthcoming,  a doc- 
tor should  render  his  service  on  the  basis  of 
need  alone.  When  need  alone  determines  wheth- 
er a service  is  performed,  the  priee  of  the  service 
becomes  secondary  and  is  necessarily  negotiated 
at  varying  levels,  in  aceordance  with  ability  to 

pay- 

With  few  exceptions,  a person’s  earned  income 
determines  his  ability  to  pay  and,  to  insure 
proper  implementation  of  the  service  benefit 
concept,  a Blue  Shield  Plan  should  offer  a 
series  of  at  least  three  service  benefit  Plans. 
These  Plans  should  be  identical  in  scope  of 
benefits  — but  vary  in  subscription  rates,  fee 
schedules  and  income  levels,  as  determined  by 
a study  of  the  economy  of  the  area  served.  For 
example,  such  a service  benefit  series  might 
include: 

— Plan  A — Recommended  to  families  with  an 

annual  income  of  less  than  $4,000. 

— Plan  B — Recommended  to  families  with  an 

annual  income  between  $4,000  and 
$7,000. 
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— Plan  C — Recommended  to  families  with  an 
annual  income  between  $7,000  and 
$10,000. 

Plan  C would  also  be  recommended  to  fam- 
ilies with  annual  incomes  in  excess  of  the  $10,000 
figure.  Families  with  income  in  excess  of  the 
annual  $10,000  figure  would  simply  be  buying 
indemnity  benefit  protection  — as  would  any 
family  with  annual  income  in  excess  of  the  level 
of  the  Plan  it  selected.  The  only  families  to  en- 
joy service  benefit  priviliges  would  be  those  with 
income  less  than  that  stipulated  in  the  Plan 
selected.  The  availability  through  Blue  Shield 
of  a series  of  service  benefit  Plans  makes  it  pos- 
sible for  a prospective  member  to  choose  a pro- 
gram which  has  been  tailored  to  his  financial 
position. 

It  is  predicted  that  by  1971  the  average  family 
income  will  be  $9,200;  the  average  in  1961  was 
$7,020.  In  this  state  it  is  estimated  that  approxi- 
mately 85  per  cent  of  the  families  have  less  than 
$9,000  in  annual  income.  It  follows,  therefore, 
that  in  Colorado  the  three-level  service  benefit 
series  described  earlier  would  permit  the  vast 
majority  of  families,  through  proper  plan  selec- 
tion, to  purchase  service  benefit  protection.  Un- 
der our  voluntary  system,  however,  a family 
may  choose  a lesser  plan  than  that  which  fits 
its  income  category,  and  such  a family  is  electing 
to  co-insure  future  medical  care  by  purchasing 
indemnity  protection. 

FEE  STABILITY 

The  fee  schedules  and  the  membership  rates 
of  plans  in  a service  benefit  series  should  re- 
main reasonably  stable,  regardless  of  what  is 
happening  to  the  price  structure  of  other  com- 
modities and  services.  Let’s  analyze  this  state- 
ment: Why  should  established  fees  remain  rea- 
sonably stable?  Aside  from  minor  fee  discrep- 
ancies, which  can  occur  and  should  be  corrected, 
the  basic  fees  — if  they  have  been  carefully 
conceived  by  the  medical  profession  for  families 
within  given  annual  income  limits,  should  re- 
main unchanged  as  long  as  the  related  income 
limits  remain  unchanged.  Surely,  we  are  agreed 
that  this  is  only  fair  — because  the  family  which 
truly  suffers  in  an  inflationary  period  is  the 
one  with  the  problem  of  a fixed  income.  The 
family  with  a fixed  income  is  generally  one  liv- 
ing on  a retirement  income.  Not  too  many  fam- 
ilies find  themselves  in  this  position,  but  for  those 


Reprints 

who  do,  it  is  providential  that  participating  phy- 
sicians and  Blue  Shield’s  service  benefit  series 
make  it  possible  for  their  medical  costs  to  re- 
main constant,  if  their  incomes  remain  constant. 
A fundamental  principle  of  the  service  benefit 
series  is:  RATES  AND  FEES  SHOULD  RE- 
MAIN CONSTANT  WHEN  RELATED  IN- 
COMES REMAIN  CONSTANT.  Minor  fee 
changes  are  permitted  to  keep  pace  with  ad- 
vances in  medical  technology  and  minor  rate 
changes  are  permitted  to  keep  pace  with  varia- 
tions in  the  incidence  level  — but  — that’s  all! 

If  established  fees  remain  constant,  the  ques- 
tion logically  arises  as  to  how  a participating 
physician  can  be  assured  that  his  income  will 
increase  with  the  economy  in  an  inflationary 
period.  During  an  inflationary  period,  the  dollar 
is  losing  its  value.  Prices  are  going  up  and  the 
the  purchase  of  any  coiumodity  requires  a great- 
er number  of  dollars.  Happily,  labor  is  a “com- 
modity” — and  therefore,  wages  and  salaries 
also  rise  during  an  inflationary  period  and  fam- 
ilies in  general  find  themselves  enjoying  greater 
dollar  income.  Increased  income  progressively 
places  enrolled  families  above  the  service  bene- 
fit income  bracket  of  the  Blue  Shield  member- 
ship held.  These  families  must  either  upgrade 
coverage  to  the  next  higher  fee  schedule  and 
income  level,  or  accept  the  fact  that  their  mem- 
bership has  dwindled  in  value  and  they  are 
liable  for  the  difference  between  the  Plan’s  in- 
demnity allowance  and  the  doctor’s  charge. 

In  an  inflationary  period,  a doctor  — like  any- 
one else  — finds  that  his  costs  are  mounting, 
his  home  expenses  are  greater,  his  office  ex- 
penses are  greater,  and  he  must  either  increase 
his  practice,  ( an  impractical  solution,  with  many 
doctors  currently  devoting  60  to  80  hours  a 
week  to  their  practices)  — or  he  must  increase 
his  charges.  This  is  understandable,  but  the 
important  point  in  this  presentation  is:  THE 
DOCTOR  SHOULD  MEET  HIS  REVENUE 
REQUIREMENTS  BY  RAISING  HIS  CHARG- 
ES AGAINST  THE  EVER-EXPANDING  NUM- 
BER OF  OVER-INCOME  BLUE  SHIELD 
MEMBERS.  An  inflationary  spiral  automatically 
trips  the  safety  value  built  into  the  service  bene- 
fit series  concept  and  this  releases  the  doctor 
from  fixed  fees  and,  as  such  a period  progresses, 
fewer  and  fewer  members  qualify  under  the  in- 
come limits  for  coverage  without  additional 
charge. 
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During  all  tliis  economic  upheaval,  Blue 
Shield  should  not  doze  like  a giant  Rip  Van 
Winkle,  but  should  periodically  market  new 
Plans  to  keep  pace  with  rising  costs  and  wages. 
By  this  process,  members  can  upgrade  coverage 
and  continue  to  avail  themselves  of  service  bene- 
fit protection  by  paying  the  additional  amount 
for  membership  in  the  higher  income  level  — 
higher  fee  schedule  Plans. 

Doctors  should  not  accept  as  final  payment 
Blue  Shield  fees  which  are  substandard  for  mem- 
bers who  have  selected  coverage  below  their  ap- 
propriate income.  Some  doctors  do  this,  thinking 
they  are  “going  the  extra  mile”  in  cooperating 
with  Blue  Shield,  but,  actually  they  are  de- 
feating the  Plan’s  economic  purpose  and  making 
it  difficult  for  Blue  Shield  to  upgrade  the 
coverage  of  these  members  to  the  appropriate 
fee  and  income  levels  of  the  higher  Plans  in 
the  service  benefit  series. 

So  — as  Lady  Godiva  said  as  she  neared  the 
end  of  her  famous  ride  — I’m  coming  to  my 
clothes!”  However,  before  I wrap  this  up,  let 
me  summarize: 

1.  To  survive  — the  voluntary  prepaid  health 
system  in  America  must  become  systema- 
tized. Plans  should  compete  — but  philoso- 
phies should  not.  We  must  discard  selective 
rating  and  embrace  community  rating.  Un- 
less we  do  this,  large  segments  of  the  popula- 
tion will  be  unable  to  afford  coverage  — and 
government  interventation  will  be  inevitable. 

2.  Community  rating  is  fraught  with  price  dis- 
advantages and  — to  enroll  members  — it 
needs  exclusive  offsetting  attractions  — the 
most  important  of  which  is  the  service  bene- 
fit concept. 

3.  Excesses  are  dangerous  and  the  service  bene- 
fit concept  must  be  tempered  with  modera- 
tion. The  service  benefit  series  approach  of- 
fers Blue  Shield  its  greatest  hope  for  a suc- 
cessful future. 


■ PETN  (pentaerythritol  tetranitrate)  to  in- 
crease oxygen  supply 


■ plus  meprobamate  to  decrease  anxiety  and 
tension 


Unlike  phenobarbital,  meprobamate  is  not 
cumulative  and  does  not  cause  depression. 

Side  effects:  Pentaerythritol  tetranitrate 
may  infrequently  cause  nausea  and  mild 
beadacbe,  usually  transient.  Slight  drowsi- 
ness may  occur  with  meprobamate  and, 
rarely,  allergic  reactions.  Precautions : Me- 
probamate may  increase  effects  of  excessive 
alcohol.  Consider  possibility  of  depend- 
ence, particularly  in  patients  with  history 
of  drug  or  alcohol  addiction.  Contraindica- 
tions: Like  all  nitrate-containing  drugs, 
‘Miltrate’  should  be  given  with  caution  in 
glaucoma.  Complete  product  information 
available  in  the  product  package,  and  to 
physicians  upon  request.  Dosage:  1 to  2 
tablets,  before  meals  and  at  bedtime.  Indi- 
vidualization required.  Supplied:  Bottles 
of  50  tablets. 

CML-1055 


MILTRATE* 

meprobamate  200  mg. -i- pentaerythritol  tetranitrate  10  mg. 

Mr.  Vance  presented  the  foregoing  paper  to  the  Fee  Schedule 
Advisory  Committee  of  the  Colorado  State  Medical  Society  in 

September,  1963.  y\?/^WALLACE  LABORATORIES  / Cranfewry,  V. /. 
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an  easier  way? 


‘methedrine: 

METHAMPHETAMINE  HYDROCHLORIDE 

is  an  easier  way  to  help  control  food  craving  & keep  the  reducer  happy 


With  “hunger  pains”  abolished,  the  patient  can 
shrug  off  the  chains  of  psychogenic  craving 
that  bind  him  to  his  habit  of  overeating  and 
cooperate  cheerfully  with  the  prescribed  diet. 

In  obesity,  "...our  drug  of  choice  has  been 
methedrine  (methamphetamine  hydrochlo- 
ride)... because  it  produces  the  same  central 
effect  with  about  one-half  the  dose  required 
with  plain  amphetamine,  because  the  effect 
is  more  prolonged,  and  because  undesirable 
peripheral  effects  are  significantly  minimized 
or  entirely  absent.”  Douglas,  H.  S.:  West.  J. 
Surg.  59:238  (May)  1951. 


Description:  Each  scored  tablet  contains  5 mg. 
‘Methedrine’  brand  Methamphetamine  Hydrochloride. 

Dosage:  2.5  mg.  (V2  tablet)  3 times  daily.  May  be  in- 
creased gradually  according  to  response;  more  than 
10  mg.  daily  rarely  is  needed.  The  iast  dose  of  the  day 
shouid  not  be  taken  later  than  6 hours  before  bedtime. 

Side  effects:  Insomnia  may  occur  if  taken  later  than  6 
hours  before  retiring.  The  usual  peripheral  actions  of 
sympathomimetic  amines  (vasoconstriction  and  accel- 
eration of  the  heart)  are  minimal  and  little  noticed  on 
low  or  moderate  dosage. 

Contraindications  and  precautions:  Should  not  be  used 
in  patients  with  myocardial  degeneration,  coronary  dis- 
ease, marked  hypertension,  hyperthyroidism,  insomnia 
or  a sensitivity  to  ephedrine-like  drugs.  Moderate  hyper- 
tension in  the  obese  is  not  necessarily  a contraindication 
since  it  may  be  relieved  as  the  overweight  is  reduced. 

Supplied:  Tablets  5 mg.,  scored,  in  bottles  of  100  and 
1000. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,  N.Y. 
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An  Ethical  Professional 
Service  for  Your  Patients 
Founded  1936 


! It's  Spring  Housecleaning  Time!  ^ 

About  once  or  twice  a year,  doctors  have  housecleaning  to 
do  . . . cleaning  out  old  past  due  accounts  and  either  giving 
them  up  for  loss  or  turning  them  over  to  a collection  agency.  | 
i Besides  the  loss  of  money,  housecleaning  such  accounts  takes  . 

, up  a lot  of  valuable  time.  You  can  end  this  unpleasant  chore  1 
i once  and  for  all. 

I 

The  solution:  Suggest  the  Budget  Plan  for  Health.  The  more 
you  suggest  it,  the  less  past  due  accounts  will  accumulate 
; because  you  turn  your  accounts  into  cash  right  away. 

' Today,  more  than  ever  before,  monthly  payments  are  popu- 
, lar  . . . the  preferred  way  to  buy.  Your  patients  pay  for  many  ^ 
things  on  monthly  payments:  the  mortgage,  the  car,  furniture, 
clothing  and  even  food.  Why  not  medical  care?  The  Budget 
. Plan  for  Health  gets  you  your  cash  right  away  and  provides 
a way  for  your  patient  to  meet  his  financial  obligation  to 
' you  on  convenient  monthly  payments  at  bank  rate  of  interest, 
i It  builds  goodwill  for  you.  Your  patients  won’t  have  to  put 
I off  good  health  because  they  can’t  afford  it. 


End  spring  housecleaning  by  suggesting  the  Budget  Plan  for  ^ 
Health.  Remember,  Doctor,  a paid  patient  is  a satisfied  patient 
j and  your  best  practice  builder.  | 


t 


\ 


First  Street-  at  Willetta  • 

31  North  Tucson  Boulevard  * 
456  North  Country  Club  Drive 


Phoenix 
Tucson 
• Mesa 


258-7755 
MA  3-9421 
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January  28, 1964 

Robert  F.  Lorenzen,  M.D. 

Editor,  Arizona,  Medicine 
4533  North  Scottsdale  Road 
Scottsdale,  Arizona 
Dear  Dr.  Lorenzen: 

I am  writing  this  letter  in  the  nature  of  an 
inquiry  with  regards  to  the  abbreviation  used 
for  our  association.  For  years  the  Arizona  Med- 
ical Association  was  abbreviated  AMA.  Within 
recent  years  I note  in  the  journal  that  the  ab- 
breviation is  ARMA.  I would  like  your  opinion 
as  to  whether  this  abbreviation  is  acceptable 
from  the  standpoint  of  correct  use  of  the  English 
language.  Secondly,  I would  appreciate  it  if  you 
could  tell  me  what  official  action  was  taken  by 
the  Arizona  Medical  Association,  whereby  the 
old  designation  of  AMA  was  changed  to  ARMA. 

I realize  perfectly  well  there  were  some  in- 
dividuals of  the  opinion  that  the  use  of  ARMA 
would  prevent  confusion  between  our  association 
and  the  American  Medical  Association.  As  true 
as  this  may  be,  I question  very  seriously  whether 
this  is  reason  enough  to  justify  such  a change. 
Alabama,  Alaska,  and  Arkansas  do  not  seem  to 
have  thought  such  confusion  was  of  really  a 
serious  importance.  As  a matter  of  curiosity  I 
have  tried  to  apply  similar  reasoning  to  the 
other  forty-nine  states  in  a useage  similar  to  the 
ARMA  of  the  Arizona  Medical  Association  and 
I find  the  following: 

MAMA  and  MIMA  would  come  up  three  and 
four  times  respectively,  as  well  as  one  OHM  A. 
Two  of  the  other  states  would  come  up  in  a 
COMA.  This  could  be  carried  on  ad  infinitum, 
adnauseam,  with  RHISMA  being  a final  example 
of  Rhode  Island  Medical  Association  as  the  ul- 
timate in  exemplification  of  this  absurdity. 

It  is  my  understanding  that  abbreviation  of  an 
organization  usually  means  that  the  capitalized 
letter  in  the  abbreviation  stands  for  a complete 
word.  In  this  particular  locality  there  is  an  or- 
ganization known  as  ARMU,  with  the  meaning 
of  these  letters  as  Association  of  Rocky  Mountain 
Universities  and  if  I were  to  visualize  any  con- 
fusion regarding  designation  this  would  be  my 
first  concern,  rather  than  the  confusion  between 
the  Arizona  Medical  Association  and  the  Ameri- 
can Medical  Association. 

Your  response  to  this  inquiry  will  be  greatly 
appreciated. 

Very  truly  yours, 

D.  W.  Melick.  M.D. 


Correspondence 

February  10,  1964 

Robert  F.  Lorenzen,  M.D. 

Editor,  Arizona  Medicine 
550  W.  Thomas  Road 
Phoenix,  Arizona 

Dear  Bob: 

The  abbreviation  “ArMA”  was  first  used  by 
Dr.  Lindsay  Beaton  in  his  Presidential  Address. 
The  recommendation  was  made  to  the  House 
of  Delegates  at  that  time  that  it  be  used  as  a 
means  to  prevent  confusion  with  AMA.  Since 
that  time  it  has  been  rather  widely  used  by  the 
Board  of  Directors  and  the  Central  Office  and 
of  course  the  Journal  as  a means  to  prevent  con- 
fusion with  AMA.  To  the  best  of  my  knowledge 
there  has  been  no  official  action.  However,  in 
spite  of  Dr.  Melick’s  deductions  I believe  it  is 
a clarification  and  felt  it  desirable  to  use  it. 

With  kind  regards. 

Sincerely  yours, 

Darwin  W.  Neubauer,  M.D. 


« * * 


February  26,  1964 

Dermont  W.  Melick,  M.D. 

909  East  Brill  Street 
Phoenix,  Arizona 

Dear  Doctor  Melick: 

Your  most  interesting  inquiry  is  appreciated. 
It  proves  that  people  read  Arizona  Medicine. 

A study  is  underway  to  determine  the  suit- 
ability and  desirability  of  continuing  to  use  our 
abbreviation  ArMA  for  Arizona  Medical  As- 
sociation. A letter,  in  this  regard,  from  Doctor 
Darwin  Neubauer  is  printed  above. 

In  a future  issue  a more  definitive  reply  will 
be  forthcoming.  If  other  readers  have  opinions 
about  this  matter  we  would  be  delighted  to  hear 
from  them. 

Thank  you  again  for  your  continued  interest 
in  Arizona  Medicine. 

Sincerely  yours, 

Robert  F.  Lorenzen,  M.D. 
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Large  rooms  (13' x 22')  have  intercom, 
personal  radio,  telephone  and  generous 
closet  space.  Private  and  semi-private 
rooms  open  to  the  courtyard  patio. 


' he  ultimate  in  facilities,  comfort  and  convenience 
for  professional  care  is  offered  by  Casa  Solana, 
Tucson’s  newest  and  finest  Nursing  Home.  Designed  and 
built  specifically  for  its  purpose,  Casa  Solana 
offers  excellent  accommodations  in  private,  semi-private 
and  ward  rooms  at  reasonable  prices.  Indoor 


The  Physical  Therapy  room  includes  this 
large  whirlpool  hydro-therapy  tub  and 
other  equipment.  Rehabilitation  of  patients 
is  encouraged. 


Tasty  meals  and  special  diets  are  prepared 
in  this  spotless  kitchen  which  has  the  new- 
est and  most  modern  equipment  available. 


recreational  facilities  and  a pleasant  courtyard  patio 
are  provided.  A Registered  Nurse  is  on  duty  24 
hours  a day  and  patients  are  cared  for  in  strict 
conformance  with  orders.  The  new  and  modern  physical 
therapy  facilities  are  under  the  supervision  of  a 
licensed  therapist.  Casa  Solana  is  located  one  mile 
from  Tucson  Medical  Center  and  is  convenient 
to  other  Tucson  hospitals.  Of  utmost  importance, 

Casa  Solana  offers  attentive,  professional  care  on  a 
full-time  basis  and  patients  live  in  a pleasant, 
relaxed  home-like  atmosphere. 

You  are  cordially  invited  to  visit  and  inspect 
our  facilities  at  your  convenience. 

We  will  be  pleased  to  provide  complete,  detailed 
information  at  your  request. 

Robert  C.  Flattery,  Owner 


2310  N.  COLUMBUS 

(near  Grant 


release 

far 

hostility? 

Overeating  is  often  an  outlet  for 
feelings  of  hostility.  Many  people 
take  out  their  anger  by  overindul- 
gence at  or  between  meals.  As  a re- 
sult they  become  overweight. 

‘Eskatrol’  Spansule  capsules  both  con- 
trol appetite  and  relieve  the  emo- 
tional stress  that  causes  overeating. 
That’s  why  so  many  patients  are 
losing  more  pounds  with  ‘Eskatrol’. 

ES  KAT  ROI«^Trademark 

Each  capsule  contains  Dexedrine®  (brand  of 
dextroamphetamine  sulfate),  15  mg.,  and  Com- 
pazine® (brand  of  prochlorperazine),  7.5  mg., 
as  the  maleate. 

SPANSULE^ 

brand  of  sustained  release  capsules 

because  emotions  play  an 
important  role  in  overweight 

Brief  Summary  of  Principal  Side  Effects  and 
Cautions 

Side  effects  (chiefly  nervousness  and  insomnia)  arc 
infrequent,  and  usually  mild  and  transitory. 
Cautions:  ‘Eskatrol’  Spansule  capsules  should  be 
used  with  caution  in  the  presence  of  severe  hyper- 
tension, advanced  cardiovascular  disease,  or 
extreme  excitability.  There  is  a possibility,  though 
little  likelihood,  of  blood  or  liver  toxicity  or 
neuromuscular  reactions  (extrapyramidal  symp- 
toms) from  the  phenothiazine  component  in 
‘Eskatrol’  Spansule  capsules. 

For  complete  prescribing  information,  please  see 
PDR  or  available  literature. 

Supplied;  Bottles  of  50  capsules. 

Smith  Kline  & French  Laboratories 
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reduce 

or  obviate 
the  need  for 

transfusions 
and  their 
attendant 
dangers 


emostat 

contains:  5 mg.  oxalic  acid,  2.5  mg.  malonic 
acid,  phenal  0.25%;  sodium  carbonate  as  buffer. 


KOAGAMIN  is  indicated  whenever 
capillary  or  venous  bleeding 
presents  a problem. 
KOAGAMIN  has  an  outstanding 
safety  record  --  in  25  years  of  use 
no  report  of  an  untoward  reaction 
has  been  received;  however, 
it  should  be  used 
with  care  on  patients 

with  a predisposition 


Complete  data  with  each  1 Occ  vial.  Therapy  chart  on  request. 


CHATHAM  PHARMACEUTICALS,  INC. 

Newark  2,  New  Jersey 
Distributed  in  Canada  by  Austin  Laboratories,  Ltd.  • Paris,  Ontario 


YOUR  PROFESSIONAL 
GROUP  ACCIDENT  AND 
SICKNESS 

INSURANCE  POLICY 

Approved  and  Recommended  by 
Your  Insurance  Committee  and 
Board  of  Directors 


☆ ☆ ☆ 


A Program  Designed  For 
The  Members  Of 

THE  ARIZONA  MEDICAL 
ASSOCIATION,  INC. 

By  The 

NATIONAL  CASUALTY  COMPANY 
OF  DETROIT 


☆ ☆ ☆ 


For  Complete  Information 

CONTACT 

CHARLES  A.  DELEEUW 

3424  N.  Central  Ave.  — AMherst  6-2403 


PIMA  COUNTY  REPRESENTATIVE 

RONALD  DEITRICH 

1 36  North  Stone  Avenue  MAin  3-0583 
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Topics  of  Current  Medical  Interest 


WICHE  Officers  For  1963-1964 


Shown  above  (I.  to  r.)  are  Dr.  Willard  Wilson,  secretary.  University  of  Hawaii,  new  Western  Interstate  Commis- 
sion for  Higher  Education  vice  chairman;  Dermont  W.  Melick,  M.D.,  Phoenix,  WICHE  chairman;  and  Dr.  Robert 
H.  Kroepsch,  WICHE  executive  director. 


GUEST  LECTURER 

On  Friday,  April  17th  at  4 p.m.,  John  I.  Brewer,  M.D.,  Professor  of  Obstetrics  and  Gynecology 
at  Northwestern  University  Medical  School,  will  speak  at  Good  Samaritan  Auditorium  on  “Ghemo- 
therapy  of  Trophoblastic  Tumors.” 


Board  of  Medical  Examiners 


The  Board  of  Medical  Examiners  of  the  State 
of  Arizona,  at  a regular  meeting  held  Saturday, 
October  19,  1963,  issued  certificates  to  practice 
medicine  and  surgery  in  this  State,  to  the  follow- 
ing doctors  of  medicine: 

ABRAHAM,  Arnold  Osman  (GP),  327  W. 
Main  Street,  Hudson,  Michigan;  Alexander,  John 
Thomas  (PL),  6615  Travis  St.,  Houston  25, 
Texas. 

BAGKUS,  Philip  Stevenson  (GHP),  Dept. 
Child  Psychiatry,  Fitzgerald  Mercy  Hospital, 
Darby  1,  Pennsylvania;  Bartness,  John  (R),  408 
Fountain  St.,  Albert  Lea,  Minnesota;  Belt,  Mar- 
garet Elizabeth  (Pd-ADM),  Tucson  Public 
Schools,  1010  E.  10th  St.,  Tucson,  Arizona; 


Bennett,  Warren  Alfred  (Path),  1033  E.  Mc- 
Dowell Road,  Phoenix,  Arizona;  Berry,  Geoffrey 
(Anes),  Vanderbilt  University  School  of  Medi- 
cine, Nashville  5,  Tennessee;  Bessen,  Herbert 
(GP),  5830  Alexander  St.,  Tucson  8,  Arizona; 
Brooks,  Jr.,  Harrison  Morton  (GP-Anes),  358 
N.  Seltzer  St.,  Crestline,  Ohio;  Brooks,  Robert 
Wright  (OBG),  3701  Jay  St.,  No.  205,  Sacra- 
mento 16,  California;  Brownstein,  Stanle\' 
(GP-I),  6640  N.  Western  Ave.,  Chicago  45,  Illi- 
nois; Burdon,  Stephen  Banta  (U),  517  Jefferson 
Building,  Peoria,  Illinois;  Buster,  Chauncey 
Dickey  (S),  2850  Sixth  Avenue,  San  Diego  3, 
California. 

CARROLL,  Paul  Trowbridge  (S),  700  Bryden 
Road,  Columbus,  Ohio  43215;  Chalaire,  Frank 
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Manuel  (GP),  3232  N.  Galvez  Street,  New  Or- 
leans 17,  Louisiana;  Ghapman,  Telford  King 
(OBG),  2340  W.  Goolidge  Avenue,  Phoenix, 
Arizona;  Ghoice,  Robert  William  (GP),  7115 
North  56th  Avenue,  Glendale,  Arizona;  Gilella, 
Garmine  Alfred  (Pd),  8118  N.  Milwaukee  Ave- 
nue, Niles  48,  Illinois. 

DAVIS,  Loyal  Edward  (NS),  700  N.  Michi- 
gan Avenue,  Ghicago  11,  Illinois;  Denny,  Melvin 
Harvey  (Anes),  1719  N.  Madison,  Anderson, 
Indiana  46012;  Diserens,  Robert  Van  Zandt 
(I-Ge),  Martin  Army  Hospital,  Fort  Benning, 
Georgia;  Dunn,  Jack  (S),  Genterville  Glinic, 
Fredericktown  R.D.  No.  1,  Pennsylvania;  Durfee, 
Kent  Eslie  (GP),  Menninger  Foundation,  To- 
peka, Kansas. 

FINGH,  Stuart  McIntyre  (P),  Ghildren’s 
Psychiatric  Hospital,  Ann  Arbor,  Michigan; 
French,  Lyle  Albert  (NS),  University  Hospital, 
Minneapolis  14,  Minnisota. 

GIBSON,  Francis  Duncan  (I),  Kennedy  V. 
A.  Hospital,  Memphis,  Tennessee  38115;  Gold- 
berg, Phillip  (GP),  99-14-211th  St.,  Queens  Vil- 
lage 29,  New  York;  Gorman,  Warren  Frederic 
(NP),  5602  Nauni  Valley  Drive,  Scottsdale,  Ari- 
zona. 

HELLER,  Theodore  Melvin  (Pd),  230  Aveni- 
da  de  la  Vista,  Tucson,  Arizona;  Holleman,  Wil- 
liam Wallace  (GP),  626  — 6th  St.,  Rapid  Gity, 
South  Dakota. 

JONES,  Marshall  Watson  (P),  1930  East  6th 
St.,  Tucson,  Arizona. 

KAHN,  Arnold  (R),  461  West  Gatalina  Drive, 
Phoenix,  Arizona;  Kennett,  Donald  Michael 
(Adm),  Ghevrolet  Motor  Division  GMG,  G3428 
Van  Slyke  Rd.,  Flint  1,  Michigan;  Knutson,  Don- 
ald LeRoy  (R),  U.S.V.A.  Hospital,  Tucson,  Ari- 
zona. 

LA  BELLE,  Jr.,  James  William  (Pd),  3510 
USAF  Hospital,  Randolph  AFB,  Texas;  Lang, 
Frederick  Lou  (ANES),  U.S.  Medical  Genter, 
Springfield,  Missouri;  Leins,  Peter  Alfons  (1), 
St.  Mary’s  Hospital,  Tucson,  Arizona;  Lusby,  II, 
Luther  Gecil  (GP),  323  Glayton  St.,  Brush,  Gol- 
orado. 


McKinnon,  James  Andrew  (GP),  225  West 
Hatcher  Rd.,  Phoenix,  Arizona;  McLaughlin, 
Robert  James  (Pd),  129  West  Maryland  Ave., 
Phoenix  13,  Arizona;  Megus,  Eugenia  (OPH), 
934  E.  Marlette,  Apt.  50,  Phoenix  14,  Arizona; 
Moore,  Jr.,  John  Hoy  (Pd),  221  East  Man- 
hattan Drive,  Tempe,  Arizona;  Morgan,  Richard 
Lyle  (Or),  7927  W.  Lorraine  Place,  Milwaukee 
10,  Wisconsin;  Mrazek,  Jr.,  Gharles  (U),  6846 
W.  Germak  Road,  Berwyn,  Illinois. 

NASH,  George  William  (NS),  601  N.  Wihnot 
Rd.,  Tucson,  Arizona;  Nickel,  Frederick  Allen 
(Anes),  1022  Professional  Building,  Phoenix, 
Arizona. 

OGAMPO,  Jose  (Iniguez)  (GP-I),  Pima 
Gounty  General  Hospital,  Tucson,  Arizona. 

PENNINGTON,  Richard  Davis  (U),  1313  N. 
Second  Street,  Phoenix,  Arizona. 

ROBBINS,  Paul  Gyril  (I),  1420  N.  Graycroft, 
Tucson,  Arizona;  Rose,  Raymond  Gillies  (I), 
6975  N.  Oracle  Road,  Tucson,  Arizona. 

SHALAUTA,  Ihor  Harry  (OBG),  Maricopa 
Gounty  Hospital,  Phoenix,  Arizona;  Shill,  Tal- 
mage  Webb  (GP),  2039  Mill  Avenue,  Tempe, 
Arizona;  Slott,  Irving  E.  (I),  17  North  State  St., 
Ghicago  2,  Illinois;  Starkman,  Nathan  M.  (R), 
3344  W.  Peterson  Ave.,  Ghicago  45,  Illinois; 
Strickland,  Jr.,  Gharles  Edward  (Path),  926  E. 
McDowell  Rd.,  Phoenix,  Arizona. 

TELOH,  Henry  Andrew  (Path),  Ingalls  Mem- 
morial  Hospital,  Harvey,  Illinois;  Tevis,  Duane 
Kinne  (P),  8500  Leo,  El  Paso,  Texas;  Tiedeman, 
John  Peter  (GP),  2417  Pierce,  Sioux  Gity  4, 
Iowa. 

VERSIG,  Thomas  Gharles  (GP),  1611  USAF 
Dispensary,  McGuire  AFB,  New  Jersey. 

WHITE,  Philip  Taylor  (N),  Barrow  Neuro- 
logical Institute,  Phoenix,  Arizona;  Wikle,  Wal- 
ter Thomas  (Path),  1500  South  Mill  Ave., 
Tempe,  Arizona;  Wilcox,  Roger  Eugene  (GS  & 
TS),  909  E.  Brill  St.,  Phoenix,  Arizona  85006; 
Wolfe,  Austin  Robarts  (GP),  Sage  Memorial 
Hospital,  Ganado,  Arizona  86505;  Wolfe,  Jr., 
Gharles  Kline  (1),  636  Ghurch  St.,  Evanston, 
Illinois. 

YOGKEY,  Robert  Lee  (OPH),  V.A.  Hospital, 
University  Drive,  Pittsburgh  40,  Pennsylvania. 
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REMINDER  OF  UNIVERSAL  MEDICAL 
IDENTIFICATION  SYMBOL 

This  is  the  universal  emergency  medical  iden- 
tification symbol  devised  by  the  American  Medi- 
cal Association.  It  means  “Look  for  medical 
information  that  can  protect  life”  and  it  is  essen- 
tial that  it  be  recognized  by  all  emergency  per- 
sonnel who  care  for  the  ill  or  injured.  Failure 
to  recognize  and  heed  its  vital  message  could  be 
disastrous. 

AM  A does  not  manufacture  or  distribute  medi- 
cal signal  devices  but  has  freely  offered  it  to 
manufacturers,  publishers  and  distributors.  The 
result  is  that  many  firms  are  producing  the 
symbol  in  several  different  forms.  The  symbol 
may  appear  in  any  size  or  color  and  is  most 
likely  to  be  found  on  the  wrist  or  neck,  though 
it  may  identify  the  presence  of  information  in 
other  locations  such  as  the  bearer’s  purse  or 
wallet. 

Recognize  it  as  the  universal  symbol  of  emer- 
gency medical  identification  and  remind  others 


WHAT  KIND  OF  A "NUT"  IS  HE? 

He  wants  to  run  his  own  business. 

He  wants  to  select  his  own  doctor. 

He  wants  to  make  his  own  bargains. 

He  wants  to  buy  his  own  insurance. 

He  wants  to  select  his  own  reading  matter. 

He  wants  to  provide  for  his  own  old  age. 

He  wants  to  make  his  own  contracts. 

He  wants  to  select  his  own  charities. 

He  wants  to  educate  his  children  as  he  wishes. 
He  wants  to  make  his  own  investments. 

He  wants  to  select  his  own  friends. 

He  wants  to  provide  his  own  recreation. 

He  wants  to  compete  freely  in  the  market  place. 
He  wants  to  grow  by  his  own  efforts. 

He  wants  to  profit  from  his  own  errors. 

He  wants  to  take  part  in  the  competition  of  ideas. 
He  wants  to  be  a man  of  goodwill. 

WHAT  KIND  OF  A NUT  IS  HE? 

He’s  an  AMERICAN,  who  understands  and 
believes  in  the  Declaration  of  Independence, 
that’s  what  kind! 

Aren’t  you  glad  you  are  too?  And  don’t  you 
wonder  why  so  many  of  our  fellow-Americans 
are  trying  so  hard  to  destroy  the  kind  of  life 
that  has  made  us  the  aim  and  the  envy  of  every 
other  people  on  earth? 

The  question  is:  WHAT  KIND  OE  NUTS 
ARE  THEY! 
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to  do  the  same.  It  may  help  you  to  locate  in- 
formation that  may  protect  life  in  an  emergency. 

Your  patients  may  obtain  identification  brace- 
lets or  lockets  by  writing  Medic- Alert  Founda- 
tion International,  1030  Sierra  Drive,  Turlock, 
California. 


TB  SANATORIUM  DEDICATED 

The  new  Arizona  State  Tuberculosis  Sana- 
torium will  be  dedicated  at  10:30  a.m.  on 
March  13,  1964.  Covernor  Paul  Eannin  will  cut 
the  ribbon  and  an  “open  house”  for  the  public 
will  follow. 

The  hospital  opening  is  the  fruition  of  a dream 
that  was  long  in  becoming  a reality.  The  new 
173  bed  facility  will  replace  the  present  81  bed 
sanatorium  which  was  completed  in  1934  under 
the  Eederal  Emergency  Relief  Administration. 

In  1960  the  Arizona  State  Legislature,  by 

Senate  Bill  No.  109,  appropriated  $50,000  for 
planning  and  construction  of  the  new  hospital. 

In  1961  the  Arizona  State  Legislature,  by 

House  Bill  No.  39,  appropriated  $2,182,000  for 

the  construction  of  a new  173  bed  hospital.  An 
additional  $700,000  was  received  under  a Eed- 
eral Hill-Burton  grant.  Construction  was  begun 
in  January,  1962. 

In  1962  the  Arizona  State  Legislature,  by 

House  Bill  No.  68,  appropriated  $450,000  for 
equipping  the  new  hospital. 

Building  contract  No.  2,  dated  November  15, 
1962  in  the  amount  of  $2,256,300  was  awarded 
to  Kitchell-Phillips  Construction  Co. 

An  open  house  is  also  scheduled  for  Sunday, 
March  15th,  from  2 to  5 p.m.  when  the  public 
is  invited  for  a preview  showing  of  the  new  hos- 
pital before  the  patients  are  received. 
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POST-EZE  SYSTEMS  ARE 
AVAILABLE  FOR: 

★ ACCOUNTS  RECEIVABLE 
T*:  ACCOUNTS  PAYABLE-  PURCHASES 
■k  ACCOUNTS  PAYABLE -CASH  DISBURSEMENT 


Now,  small-  and  medium-size  offices 
can  effect  the  economies  of  mechanized 
accounting  without  buying  machines  or 
employing  specialized  operators. 


^ POST'/ISH  simplified  plans  save 
up  to  66%  of  time,  eliminate  trans- 
cription errors,  and  keep  all  records  up- 
to-date  and  in  balance,  because;  — 

ONE  writing  posts  all  records 
ONE  simple  proof  proves  all  records 

To  Learn  How  you  will  save  up  to  66% 
(it  only  takes  10  minutes) 

CALL  FOR  TRAINED  REPRESENTATIVE 


PRINTING  - LITHOGRAPHY  - ROTARY 


Alpine  4-6611 
3111  N.  29th  Avenue 
PHOENIX,  ARIZONA 

MAin  2-2446 
604  N.  4th  Avenue 
TUCSON,  ARIZONA 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


A Low  Sodium  Diet  is 
Not  Complete  Without... 

Crystal  Distal 

STEAM  DISTILLED  WATER 

Scientifically  Processed 
and  Mineral  Free 


At  your  store 
or  coll 


The  purest  water  available. 


AM  4-0221 

for 

FREE 

Home  Delivery 
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DOCTOR,  WILL  YOU  SPCCIFY  DESERET'S  brand  of 

MEPROBAMATE 

Desa-Bamate 


Proprietary  protection  of  your  prescription 
with  generic  economy  to  your  patient. 

DESERET  PHARMACEUTICAL  CO.  - Salt  Lake  City,  Utah 


■ Plastic  Eyes  and  Contact  Lenses  ■ Zenith  Hearing  Aids 


■ Distributor  for  Major  Optical  Manufacturers 
■ Complete  line  of  Refractory  Equipment  ■ Office  Planning  and  Layout 


A SIGN  OF  TRUST 


14  E.  Monroe  St. 
ALpine  8-8928 
2021  N.  Central  Ave. 
252-3242 

4350  N.  Central  Ave. 
AMherst  6-8824 


909  E.  Brill 
252-8904 

218  E.  Stetson  Dr.  ( Scottsdale ) 
WHitney  6-1711 
Marcus  J.  Lawrence  Clinic 
Cottonwood,  Arizona 


PARK  CENTRAL 

2040  W.  Bethany  Home  Rd. 

274-3193 

550  W.  Thomas  Rd. 

CRestwood  4-5409 

461  W.  Catalina  Dr. 

CRestwood  9-3509 


HOME  OFFICE:  625  E.  Indian  School  Road  . . . 264  6666 


PHOENIX  McLEOD  OPTICAL 
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Laboratories 


tHe<iicai  Centei-  amt  Ciinicai  Xahi’atctif 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 


DIAGNOSTIC  X-RAY 
CLINICAL  PATHOLOGY 
ELECTROCARDIOGRAPHY 


X-RAY  THERAPY 
TISSUE  PATHOLOGY 
BASAL  METABOLISM 


R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director  Martin  L.  List,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Lorel  A.  Stapley,  M.D.,  Consultant  Pathologist 


THE  DIAGNOSTIC  lABORATORY 

Complete  Medical  Laboratory  Service,  X-Ray  Diagnosis 
Radiation  Therapy,  Radioactive  Isotopes 


DEPARTMENT  OF  PATHOLOGY  >2=^  ; / DEPARTMENT  OF  RADIOLOGY 

MAURICE  ROSENTHAL,  M.D.  I ' j MARCY  L.  SUSSAAAN,  M.D. 

GEORGE  SCHARF,  M.D. 

SEYMOUR  B.  SILVERMAN,  M.D. 

BLAND  GIDDINGS,  M.D. 

GERALDINE  PACE,  M.D. 

Diplomates  of  the  American  Boards  of  PATHOLOGY  and  RADIOLOGY 

1130  E.  McDowell  Rd.  • Phoenix,  Arizona 

Phone  AL  8-1601 

Information,  Price  Lists  and  Mailing  Containers  upon  request. 
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Pharmacy  Directory 


Your  Prescription  Store 


DIERDORF  PHARMACY 


Phone  BR  5-5212 

2315  N.  24th  St.  Phoenix,  Arizona 

AAilburn  F.  Dierdorf 


Fairmont  Pharmacy 

3231  East  McDowell  Road  Phoenix,  Arizona 

PRESCRIPTIONS  - DRUGS  - COSMETICS  - FOUNTAIN 
BRidge  5-5719  FREE  DELIVERY 


iScottsJale  call 

Lute's  Scottsdale  Pharmacy 


For 


PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1st  National  Bank 


SRUTWA  PHARMACIES,  INC. 

WH  5-3791 

Scottsdale  Medical  Center 
218  E.  Stetson  Drive 
Scottsdale,  Arizona 


Serving  Arizona 
Health  Needs 
Since  1908 


Phoenix  - Tucson  - Scottsdale  - Mesa  - Tempe 
Maryvale  - Glendale  - Westown  - Sunnyslope 
Paradise  Hills  - Globe  - Miami 
Casa  Grande  - Wickenburg 


DOCTORS'  CENTRAL  DIRECTORY 

Helen  M.  Barrasso,  R.N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 
CALL  EA  7-7471 
At  Your  Service  24  Hours  Daily 
3029  E.  2nd  St.  Tucson,  Arizona 

"Eastablished  1932" 


BUTLER'S  REST  HOME 


• Bed  Patients  and  Chronics 

• Television  • 24  Hour  Nursing  Care 

• Excellent  Food  • State  Licensed 

802  N.  7th  St.  Phoenix,  Arizona 


Telephone  AL  3-2592 
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ALLERGY 

E.  A.  GATTERDAM,  M.D. 

Fellow,  American  College  of  Chest  Physicians 
Fellow,  American  College  of  Allergists 
Academy  of  Allergy 

JOHN  F.  McKENNA,  M.D. 

Associate  Fellow,  American  College  of  Allergists 
Professional  Building,  15  E.  Monroe 
Phoenix  4,  Arizona  — Alpine  4-2174 


DANIEL  H.  GOODMAN,  M.D.,  F.A.C.P. 

Diplomate  American  Board  of  Internal  Medicine 
Fellow,  American  College  of  Allergists 
Fellow,  American  Academy  of  Allergy 

500  W.  10th  Place  31  W.  Camelback  Road 

Mesa  Phoenix 

969-3966  CR  7-3337 


Howard  M.  Purcell,  Jr.  M.D. 

James  A.  Smidt,  M.D. 

ALLERGY  OF  CHILDREN 

American  Board  of  Pediatrics 
American  College  of  Allergists 

322  W.  McDowell  Rd.  PHOENIX,  ARIZONA 

AL  2-9731 


DERMATOLOGY 

GEORGE  K.  ROGERS,  M.D. 

DERMATOLOGY 

Diplomate  of  American  Board  of 
Dermatology  and  Syphilology 

Phone  Alpine  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 


MALIGNANT  DISEASE 

JAMES  M.  OVENS,  M.D. 
F.A.C.S.  F.I.C.S. 

Diplomate  American  Board  of  Surgery 
Cancer  and  Tumor  Surgery 
X-ray  and  Radium  Therapy 

333  W.  Thomas  Road  Phone  279-7301 

Phoenix  13,  Arizona 


A.  L.  LINDBERG,  M.D. 

Neoplastic  Diseases 
Tucson  Tumor  Clinic 

721  N.  4th  Ave.,  Tucson,  Arizona 
Phone  MAin  3-2531 


ORTHOPEDIC  SURGERY 

THE  ORTHOPEDIC  CLINIC 
ORTHOPEDIC  SURGERY 

W.  A.  Bishop,  Jr.,  M.D.,  F.A.C.S.*  — A.  L.  Swenson,  M.D. 
F.A.C.S.*  - Ray  Fife,  M.D.,  F.A.C.S.*  - Sidney  L.  Stovall,  M.D., 
F.A.C.S.*  - Thomas  H.  Taber,  Jr.,  M.D.,  F.A.C.S.* 

Robert  A.  Johnson,  M.D.  — Paul  E.  Palmer,  M.D. 

*Diplomates  of  the  American  Board  of  Orthopedic  Surgery. 
2620  No.  3rd  Street  — Phoenix,  Arizona  — CR  7-6211 


PATHOLOGY 

LOUIS  HIRSCH,  M.D. 
RALPH  H.  FULLER,  M.D. 
WILLIAM  M.  HINDMAN,  M.D. 
EDWARD  A.  BRUCKER,  M.D. 

Diplomates  American  Board  of  Pathology 
Clinical  Pathology  — Pathologic  Anatomy 

1641  N.  Tucson  Blvd. 

Tucson,  Arizona 


PSYCHIATRY 

LEO  RUBINOW,  M.D. 

PSYCHIATRY 
AM  6-0630 

224  E.  Thomas  Rd.  Phoenix,  Arizona 
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RADIOLOGY 


R.  LEE  FOSTER,  M.D.,  F.A.C.R.,  F.A.C.P. 
MARTIN  L LIST,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Diagnostic  Roentgenology  and  X-Ray  Therapy 

1313  N.  Second  St. 

Phone  Alpine  8-3484 
Phoenix,  Arizona 


MARCY  L SUSSMAN,  M.D.,  F.A.C.R. 

Diplomate  of  American  Board  of  Radiology 

DIAGNOSTIC  RADIOLOGY 
THERAPEUTIC  RADIOLOGY 
RADIOISOTOPES 

1 130  E.  McDowell  Rd.  540  Wells  Fargo 

Phoenix,  Arizona  Scottsdale,  Arizona 

Alpine  8-1601  WHitney  5-3959 


SURGERY 

DELBERT  L.  SECRIST,  M.D.,  F.A.C.S. 

123  South  Stone  Avenue 
Tucson,  Arizona 

Office  Phone  AAA  2-3371  Home  Phone  EA  5-9433 


DONALD  A.  POLSON,  MD.,  M.  Sc. 

GENERAL  SURGERY 

Certified  by  the  American  Board  of  Surgery 
550  W.  Thomas  Road 
Phone  CRestwood  4-2081 
Phoenix,  Arizona 


LOWELL  C.  WORMLEY,  M.D.,  F.A.C.S. 

Mid-Town  Medical  Building 
1 North  12th  Street 
Phoenix,  Arizona 


ji»* 


ROBERT  L.  BEAL,  M.D 


OTTO  L.  BENDHEIM,  M.D 


PAUL  M.  BINDELGLAS,  M.D 


LEE  S.  COHN,  M.D. 


T.  RICHARD  GREGORY,  M.D 


WILLIAM  B.  HAEUSSLER,  M.D 


THOMAS  F.  KRUCHEK,  M.D 


HAROLD  E.  McNEELY,  Ph.D 


ROBERT  C.  SHAPIRO,  M.D 


child  psychiatry' 


psychoan^ 


WILLIS  L.  STRACHAN,  M.D. 


ROY  WORTHEN,  M.D. 


clinical  psychology 
psychiatric  social  work 

and  family  counselling 
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DANNY  T.  SEIVERT 
INSURANCE 

Malpractice  & Non-Cancelable  Disability 
with  Guaranteed  Rates 

Professional  Programs  for  Professional  Men 

5133  N.  Central  Ave.  — Phoenix 
Telephone  277-1487 


BOARD  CERTIFIED  GENERAL 
SURGEON; 

Age  38;  married  with  family;  FACS;  licensed 
in  Arizona;  desires  association  with  group  or 
individual  in  practice  of  surgery.  No  objection 
to  limited  general  practice.  Available  at  present 
for  personal  interview  for  mutual  evaluation. 
Reply  ARIZONA  MEDICINE,  Box  63-1-9. 


PRACTICE  VACATED 
HOME  & OFFICE  FOR  SALE 

Dr.  L.  M.  Thompkins  has  retired  and  wishes  to 
sell  his  house  and  office.  There  is  no  M.D. 
left  in  Gilbert.  House  — 3 bedrooms,  full  bath, 
Va  basement,  central  heating  and  air  condi- 
tioning (duct  system);  separate  office  — 3 
rooms,  double  garage,  lawn  and  citrus  trees. 
201  S.  Main  St.,  Gilbert.  Telephone  969-4614. 
Gilbert  is  six  miles  southeast  of  Mesa;  popula- 
tion 3,000. 


SITUATION  WANTED 

University  trained  Thoracic  and  Cardiovascular 
Surgeon  with  7 years  experience  in  surgery 
of  trauma,  desires  to  locate  in  Phoenix  area. 
Association  or  position  with  hospital  preferred. 
Reply  ARIZONA  MEDICINE,  Box  63-1-11. 
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73rd  ANNUAL  MEETING 

APRIL  28-MAY  2,  1964 
SAN  MARCOS  HOTEL,  CHANDLER 


AMYTAL 
TAKES 
THE  EDGE 
OFF 
DAYTIME 
ANXIETY 
AND 
TENSION 


Amytal  is  a moderately  long-acting  barbiturate  that  takes  the 
edge  off  daytime  anxiety  and  tension  without  significant  change 
in  mood  and  attitude.  Since  Amytal  is  metabolized  in  the  liver 
within  twenty-eight  hours,  overlapping  of  effect  is  minimized, 
and  renal  damage  does  not  constitute  a contraindication. 

Side- Effects:  Idiosyncrasy  or  allergic  reactions  to  the  barbi- 
turates may  occur. 

Precautions  and  Contraindications:  Amytal  should  be  used 
with  caution  in  patients  with  decreased  liver  function,  since  a 
prolongation  of  effect  may  occur.  Administration  in  the  presence 
of  uncontrolled  pain  may  produce  excitement.  WARNING— May 
be  habit-forming. 

Dosage:  Doses  should  be  individualized  for  each  patient.  The 
usual  adult  sedative  dosage  ranges  from  30  mg.  (1/2  grain)  to 
50  mg.  (3/4  grain)  two  or  three  times  daily. 


Additional  information 
available  upon  request. 
Eli  Lilly  and  Company, 
Indianapolis  6,  Indiana. 


AMYTAL 

AMOBARBITAL 


epilepsy  may  limit 
opportunity... 


Dilantin 

(diphenylhydantoin) 

PARKE-DAVIS 

extends  horizons 

This  agent  “...has  brought  new  hope 
to  an  entire  generation  of  seizure  pa- 
tients...  .With  judicious  use,  it  may  be 
said  that  it  alone  is  responsible  for  the 
prevention  of  more  seizures  than  any 
other  drug.”=^= 

DILANTIN  (diphenylhydantoin)  can  help 
your  epileptic  patient  to  earn  a liveli- 
hood... to  prove  his  worth... and  to 
share  in  the  daily  give-and-take  as  a 
full-fledged  member  of  the  workaday 
world. 

Indications:  Grand  mal  epilepsy  and  cer- 
tain other  convulsive  states. 

Precautions:  Toxic  effects  are  infrequent: 
allergic  phenomena  such  as  polyarthrop- 
athy, fever,  skin  eruptions,  and  acute 
generalized  morbilliform  eruptions  with  or 
without  fever.  Rarely,  dermatitis  goes  on 
to  exfoliation  with  hepatitis,  and  further 
dosage  is  contraindicated.  Eruptions  then 
usually  subside.  Though  mild  and  rarely 
an  indication  for  stopping  dosage,  gingival 
hypertrophy,  hirsutism,  and  excessive  mo- 
tor activity  are  occasionally  encountered, 
especially  in  children,  adolescents,  and 
young  adults.  During  initial  treatment,  mi- 
nor side  effects  may  include  gastric  dis- 
tress, nausea,  weight  loss,  transient  ner- 
vousness, sleeplessness,  and  a feeling  of 
unsteadiness.  All  usually  subside  with  con- 
tinued use.  Megaloblastic  anemia,  aplastic 
anemia,  leukopenia,  granulocytopenia  and 
pancytopenia  have  been  reported.  Nystag- 
mus may  develop.  Nystagmus  in  combi- 
nation with  diplopia  and  ataxia  indicates 
dosage  should  be  reduced.  Periodic  ex- 
amination of  the  blood  is  advisable. 
DILANTIN  (diphenylhydantoin  sodium)  is 
supplied  in  several  forms  including 
Kapseals®  containing  0.1  Gm.  and  0.03  Gm. 

*Roseman,  E.:  Neurology  11:912,  1961.  sseei 


PARKE-DAVIS 

DAVIS  i COMPMY,  DtUoil.  Michigan  46232 


Visit  our  Booth  No.  23  at  the  Annual  Meeting 


For  that  extra  bit  of  knowledge  which  may  offer  you  the  key  to  a 
puzzling  diagnostic  or  therapeutic  problem  . . . 


AUNDERS  PRACTICAL  "SPECIALIZED  ” VOLUMES 


NEW  I Avery  — The  Lung  and  its  Disorders  in  Newborn  Infants 


This  is  Volume  I of  a new  monograph  series, 
“Major  Problems  in  Clinical  Pediatrics.”  Each 
volume  will  take  a significant  problem  facing 
pediatricians  today  and  exhaustively  delineate 
current  knowledge  about  the  disorder  and  how  it 
may  best  be  managed.  Other  volumes  scheduled 
in  addition  to  the  one  below  will  cover  Jaundice, 
Severe  Infections,  and  Hypoglycemias.  Consulting 
Editor  of  the  Series — Alexander  J.  Schaffer,  M.D. 

The  Lung  and  its  Disorders  in  Newborn 
Infants  exemplifies  the  entire  series.  Dr.  Avery  first 
draws  a superb  pieture  of  the  significant  anatomic  and 
physiologic  aspects  of  fetal  and  neonatal  respiration. 
She  follows  this  with  clinical,  up-to-the-minute  assess- 


ment of  respiratory  distress — in  disorders  ranging 
from  choanal  atresia  to  pulmonary  hemorrhage.  You’ll 
find  a wealth  of  practical,  well -illustrated  advice  on 
management  of  hyaline  membrane  disease,  on  differential 
diagnosis  of  the  various  respiratory  abnormalities,  on 
resuscitation  of  the  asphyxiated  newborn,  on  data  showing 
normal  lung  volumes  in  infants,  and  on  recognition  of 
both  normal  and  abnormal  chest  films.  Here  is  a complete, 
definitive  picture  in  one  single  source. 

By  Mary  Ellen  Avery,  A.B.,  M.D.,  Assistant  Professor  of  Pediat- 
rics, Johns  Hopkins  School  of  Medicine;  Pediatrician-in-charge, 
Newborn  Nurseries,  Johns  Hopkins  Hospital.  About  225  pages, 
illustrated.  About  $7.50. 

Neiv^Just  Ready! 


NEW  (3rd)  EDITION!  Cedl-Conn 


In  this  Neiv  {3rd)  Edition  outstanding  specialists 
pinpoint  important  clues  to  diagnosis  and  effective 
treatment  for  those  diseases  and  conditions  of  a 
specialized  nature  that  are  often  encountered  by  the 
non-specialist.  You’ll  find  precise,  specific  information 
to  help  you  in  successful  management  of  patients  with 
diseases  of  the  bladder  and  kidney;  anorectal  diseases; 
ophthalmologic  disorders;  neuroses  and  psychoses;  etc. 
For  each  disorder  you’ll  find  information  on  normal 
anatomy,  physiology,  differential  diagnosis,  treatment, 
complications,  pathologic  physiology,  dietary  regimens, 
therapeutic  schedules,  etc.  Danger  points  are  carefully 
pointed  out — those  symptoms  and  findings  which 


-The  Specialties  in  General  Practice 

demand  immediate  referral  for  special  management. 
For  this  New  {3rd)  Edition  there  are  new  contributors 
for  the  sections  on  Surgery,  Orthopedic  Trauma; 
Gynecology  and  Obstetrics;  Nose  and  Throat;  Larynx, 
Bronchi  and  Esophagus;  and  Otology.  In  addition, 
entirely  new  chapters  give  you  extra  help  on  using  the 
clinical  laboratory  more  effectively,  and  on  problems 
met  by  the  general  practitioner  in  industrial  medicine. 

By  15  Outstanding  Specialists.  Edited  by  Russell  L.  Cecil,  MD., 
Professor  of  Clinical  Medicine,  Enieritus,  Cornell  University  Medical 
College;  and  How.ard  F.  Conn,  M.D.,  Editor,  Annual  Current 
Therapy  Volume.  About  832  pages,  7"  x 10^,  with  about  247  illus- 
trations. About  $19.00. 

New  (3rd)  Edition — Ready  May! 


Stoddard  — Case  Studies  in  Obstetrics  and  Gynecology 


NEW  I 

Here  is  a stimulating  new  book  based  on  the  case -study 
method  of  instruction.  It  will  aid  you  greatly  in 
management  of  virtually  all  the  important  problems 
encountered  in  the  practice  of  obstetrics  and  gyne- 
cology.  60  problems  are  discussed,  ranging  from 
premenstrual  tension  to  Rh  isoimmunization.  Dr.  Stod- 
dard begins  each  discussion  with  a typical  case  history, 
describing  symptoms  and  signs,  results  of  the  physical 
examination  and  laboratory  tests,  type  of  treatment 
offered,  and  long-term  results.  Next  you’ll  find  a 
thoughtful  discussion  in  which  that  particular  type  of 
disorder  is  described  as  to  incidence,  pathology, 
prognosis,  etc.  Then  follows  a series  of  provocative 
questions  (the  type  a consultant  would  be  asked)  with 
sensible  answers  on  pathology,  type  of  treatment 


prescribed,  alternative  methods  of  treatment,  effective- 
ness of  therapy,  etc.  You’ll  welcome  the  advice  set 
forth  on  such  vital  disorders  as:  early  abortion;  cancer 
and  pregnancy;  dysmenorrhea;  adrenal  virilism;  car- 
cinoma in  situ  of  the  cervix;  toxemia  of  pregnancy; 
obstetrical  anesthesia  accident;  etc.  This  valuable  new 
book  will  help  you  screen  important  from  unimportant 
aspects  of  a case,  help  you  avoid  a stereotyped  approach 
to  management,  give  you  details  of  unusual  cases  you 
may  not  yet  have  encountered. 

By  F.  Jackson  Stoddard.,  M.D.,  Associate  Clinical  Professor  of  Obstetrics 
and  Gynecology,  Marcjuette  University  School  of  Medicine,  Milwau- 
kee, Wisconsin.  312  pages,  x 9 dhistrated.  About  $10.00. 

Neiv — Just  Ready! 


—————— 

SJGl-64  I 

W.  B.  SAUNDERS  COMPANY  West  Washington  Square,  Phila.  5,  Pa.  ! 

Please  send  and  bill  me:  □ Easy  Pay  Plan  ($5  per  month)  I 
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disability  without  debilitation 


supportive  oral  anabolic  therapy  • potent  • well-tolerated 

Disabling  illness  or  injury  at  any  time  of  life  can  invite  a slowdown  in  the  natural  anabolic  processes 
or  acceleration  of  catabolic  processes,  resulting  in  a ''wasting"  of  protein  and  minerals  needed  for 
tissue  repair.  Loss  of  weight  and  appetite,  strength  and  vitality,  may  be  the  evident  signs  of  this 
process,  frequently  accompanied  by  a lowering  of  mood,  interest  and  activity.  The  older  the  patient, 
the  more  pronounced  may  be  the  signs  of  debilitation.  A potent,  well-tolerated  anabolic  agent  plus 
a diet  high  in  protein  can  make  a remarkable  difference. 


WINSTROL'  STANOZOLOL 


...a  new  oral  anabolic  agent,  combines  high  ana- 
bolic activity  with  outstanding  tolerance.  Although 
its  androgenic  influence  is  extremely  low*,  women 
and  children  should  be  observed  for  signs  of  slight 
virilization  (hirsutism,  acne  or  voice  change),  and 
young  women  may  experience  milder  or  shorter 
menstrual  periods.  These  effects  are  reversible  when 
dosage  is  decreased  or  therapy  discontinued.  Patients 
with  impaired  cardiac  or  renal  function  should  be 
observed  because  of  the  possibility  of  sodium  and 
water  retention.  Liver  function  tests  may  reveal  an 
increase  in  BSP  retention,  particularly  in  elderly 

•The  therapeutic  value  of  anabolic  agents  depends  on  the  ratio  of 
anabolic  potency  to  androgenic  effect.  This  anabolic-androgenic 
activity  ratio  of  Winstrol  is  greater  than  that  of  all  the  oral  anabolic 
agents  currently  in  use. 


patients,  in  which  case  therapy  should  be  discon- 
tinued. Although  it  has  been  used  in  patients  with 
cancer  of  the  prostate,  its  mild  androgenic  activity 
is  considered  by  some  investigators  to  be  a 
contraindication. 

Dosage  in  adults,  usually  7 tablet  Lid.;  young  wo- 
men, 7 tablet  b.i.d.;  children  (school  age),  up  to  7 
tablet  t.i.d.;  children  (pre-school  age),  V2  tablet  b.i.d. 
Shows  best  results  when  administered  with  a high 
protein  diet.  Available  as  scored  tablets  of  2 mg.  in 
bottles  of  100. 


Winthrop  Laboratories,  New  York,  N.  Y. 
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The  one  tranquilizer  that 

IN  EVERY 
PRACTICE 


it’s  versatile:  The  years  have  proved  that  ‘Miltown’  (meprobamate]  is  the  one  tran- 
quilizer that  is  helpful  in  almost  every  aspect  of  daily  practice.  Virtually 
any  of  your  patients,  regardless  of  age,  can  be  given  the  drug  with 
confidence,  either  as  a primary  treatment  or  as  an  adjunct  to  other  therapy. 
Outstanding  record  of  safety:  Ten  years  of  clinical  use  among  millions  of 
patients  throughout  the  world— plus  more  than  1500  published  reports 
covering  the  use  of  the  drug  in  almost  every  field  of  medicine  — support 
your  prescriptions  for  ‘Miltown’  [meprobamate].  This  is  why  it  “belongs 
in  every  practice.” 


dependable:  ‘Miltown’  (meprobamate]  is  an  established  drug.  There  are  no  surprises 
in  store  for  you  or  your  patient.  You  can  depend  on  it  to  help  your 
patients  through  periods  of  emotional  distress  — and  to  help  maintain 
their  emotional  stability. 


easy  to  use:  Because  ‘Miltown’  (meprobamate]  is  compatible  with  almost  any  other 
kind  of  drug  therapy,  you’ll  find  it  fits  in  easily  with  any  program  of  treat- 
ment you  are  now  using.  It  will  not,  therefore,  complicate  treatment  of 
patients  seen  in  clinical  practice. 


Side  effects:  Slight  drowsiness  may  occur  and,  rarely,  allergic  or  idiosyncratic  reactions,  gen- 
erally developing  after  1 to  4 doses  of  the  drug. 

Contraindications:  Previous  allergic  or  idiosyncratic  reactions  to  meprobamate  contraindicate 
subsequent  use. 

Precautions:  Should  administration  of  meprobamate  cause  drowsiness  or  visual  disturbances, 
the  dose  should  be  reduced.  Operation  of  motor  vehicles  or  machinery  or  other  activity  requir- 
ing alertness  should  be  avoided  if  these  symptoms  are  present.  Effects  of  excessive  alcohol 
may  possibly  be  increased  by  meprobamate.  Prescribe  cautiously  and  in  small  quantities  to 
patients  with  suicidal  tendencies.  Massive  overdosage  may  produce  lethargy,  stupor,  ataxia, 
coma,  shock,  vasomotor  and  respiratory  collapse.  Consider  possibility  of  dependence,  partic- 
ularly in  patients  with  history  of  drug  or  alcohol  addiction;  withdraw  gradually  after  prolonged 
use  at  high  dosage.  Complete  product  information  available  in  the  product  package,  and  to 
physicians  upon  request. 

Usual  adult  dosage:  1 or  2 400  mg.  tablets  t.i.d. 

Supplied:  400  mg.  scored  tablets,  200  mg.  coated  tablets. 
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throughout  the  wide 
middle  range  of  pain— 
control  with  one 
analgesic  formula 

PERCODAN 


Each  scored  yellow  Percodan* 
Tablet  contains  4.50  mg. 
oxycodone  HCI  (Warning: 

May  be  habit-forming}, 

0.38  oxycodone  terephthalate 
(Warning:  May  be  habit-forming), 
0.38  mg.  homatropine  terephthalate, 
224  mg.  aspirin,  160  mg. 
phenacetin,  and  32  mg.  caffeine. 

In  a comprehensive  range  of 
indications  marked  by  moderate 
to  moderately  severe  pain, 

Percodan  assures  speed,  duration, 
and  depth  of  analgesia  by  the 
oral  route . . . acts  within  5 to  15 
minutes . . . usually  provides 
uninterrupted  relief  for  6 hours 


or  longer  with  Just  2 tablet 
rarely  Causes  constipation 


EM- 


Average  Adult  Dose— 1 tablet  every  6 hours.  Precautions,  Side  Effects  and  Contraindications— The  habit-forming  potentialities  of 
Percodan  are  somewhat  less  than  those  of  morphine  and  somewhat  greater  than  those  of  codeine.  The  usual  precautions  should  be 
observed  as  with  other  opiate  analgesics.  Although  generally  well  tolerated,  Percodan  may  cause  nausea,  emesis,  or  constipation  in 
some  patients.  Percodan  should  be  used  with  caution  in  patients  with  known  idiosyncrasies  to  aspirin  or  phenacetin,  and  in  those  with 
blood  dyscrasias.  Also  available:  Percodan®-Demi,  containing  the  complete  Percodan  formula  but  with  only  half 
the  amount  of  salts  of  oxycodone  and  homatropine.  Both  products  are  on  oral  Rx  in  all  states  where  laws  permit. 

Narcotic  order  required.  Literature  on  request.  ENDO  LABORATORIES  Richmond  Hill  18,  New  York 

•U.  S.  Pats.  2,628.185  and  2.907.763 


TUBERCULIN.TINETEST 

(Rosenthal)  Lederle 


TAKES 

...and  find 
thataTB 
screening  test 
has  never 
been  quite 
so  easy 

SWAB  THE  ARM- 
UNCAP  A TINETEST- 
PRESS-DISCARD 
THAT'S  ALL 
THERE  IS  TO  IT. 

Comparable  to  the  Mantoux  in 
accuracy  and  sensitivity,  the 
TUBERCULIN,  TINE  TEST  is 
now  available  in  plastic- 
capped  units  uniquely  suited 
to  general  practice  needs. 

They  are  so  simple  to  use  that 
you  can  test  every  patient  with 
ease.  Since  it  requires  no 
refrigeration,  the  new  package 
of  five  Tine  Test  units  can 
stand  on  any  convenient  table 
in  your  examining  rooms,  ready 
for  routine  use.  Side  effects 
are  possible  but  very  rare; 
vesiculation,  ulceration  or 
necrosis  at  test  site. 
Contraindications,  none;  but 
use  with  caution  in  active 
tuberculosis. 

available  as  the  new  individually- 
capped  unit,  boxes  of  5,  or  in 
cartons  of  25 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 

7899-4 
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In  mairt^nanLe  therapy... 

Arthralgen^ 

[b  working  analgesic  for  the  active  arthritic 


ARTHRALGEN® 

Each  tablet  contains; 


Salicylamide 250  mg. 

Acetaminophen....  250  mg. 

Ascorbic  acid 

(Vitamin  C) 25  mg. 


Arthralgen,  a better-tolerated 
analgesic  formulation  of  time- 
tested  ingredients,  works  faster 
to  free  the  arthritic  from  his 
pain  without  salicylate  side 
effects.  Since  its  analgesic 
components  require  no  chem- 
ical conversion  to  act  in  the 
body,  Arthralgen's  pain  reliev- 
ing benefits  are  immediately 
available  to  provide  a smoother, 
more  rapid  obtundation  of  pain 
than  can  be  achieved  with 
many  true  salicylates. 

Arthralgen  is  especially  useful 
for  the  prompt  relief  of  early 
morning  stiffness  and  pain  with 
less  risk  of  gastric  irritation. 


And  since  Arthralgen  contains 
no  sodium  it  is  safe  for  long- 
term use  in  arthritics  who  have 
other  conditions  which  neces- 
sitate sodium  restriction. 

ARTHRALGEN®-PR 

Each  tablet  contains: 


Salicylamide 250  mg. 

Acetaminophen....  250  mg. 
Ascorbic  acid 

(Vitamin  C) 25  mg. 

Prednisone 1 mg. 


The  basic  Arthralgen  formula- 
tion plus  prednisone  is  indica- 
ted for  patients  who  require 
steroids.  Prednisone  has  three 
advantages  over  cortisone,  hy- 
drocortisone, and  ACTH.  They 
are:  (1)  lack  of  sodium  reten- 
tion, (2)  absence  of  increased 
potassium  excretion,  and  (3)the 
unlikelihood  of  steroid-induced 
hypertension.*  Robins 


BRIEF  SUMMARY 

Arthralgen  and  Arthralgen-PR  are 
indicated  in  the  management  of 
rheumatoid  arthritis,  acute  gouty 
arthritis,  rheumatoid  spondylitis, 
osteoarthritis,  bursitis,  fibrositis, 
and  neuritis.  Arthralgen  may  be 
used  for  analgesia  in  colds,  fu, 
and  various  myalgias. 

DOSAGE:  One  or  two  tablets 
four  times  a day.  After  remission 
of  symptoms,  dosage  should  be 
reduced  to  the  minimum  mainte- 
nance level. 

SIDE  EFFECTS:  Nausea,  Gl  up- 
set, or  mild  salicylism  may  rarely 
occur.  Symptoms  of  hypercorti- 
coidism  dictate  reduction  of  dos- 
age of  Arthralgen-PR. 
PRECAUTION;  Reduction  in  dos- 
age of  Arthralgen-PR  given  over  a 
long  period  should  be  gradual, 
never  abrupt. 

CONTRAINDICATIONS;  Hyper- 
sensitivity to  any  ingredient. 

As  with  any  drug  containing  pred- 
nisone, Arthralgen-PR  is  contra- 
indicated, or  should  be  adminis- 
tered only  with  care,  to  patients 
with  peptic  ulcer,  tuberculosis, 
nephritis,  diabetes  mellitus,  acute 
psychoses,  Cushing’s  syndrome 
(or  Cushing’s  disease),  overwhelm- 
ing spreading  (systemic)  infec- 
tion, or  predisposition  to  throm- 
bophlebitis. 

Arthralgen-PR  is  generally  contra- 
indicated in  patients  with  uremia 
and  viral  infections,  including  po- 
liomylitis,  vaccinia,  ocular  herpes 
simplex,  and  fungus  infections  of 
the  eye.  It  Is  also  contraindicated 
in  patients  with  chicken  pox  or 
susceptible  persons  exposed  to  It. 
SUPPLY:  Arthralgen  (white, 

scored)  and  Arthralgen-PR  (yel- 
low, scored)  tablets  are  available 
in  bottles  of  100  and  500. 

*Cohen,  et  al:  J.A.M.A.,  165:225,  1957. 

A.  H.  ROBINS  CO.,  INC.,  RICHMOND,  VIRGINIA 


in  theory,  allergy  worKs  like  this... 

It  is  generally  accepted  that  a complex  antigen-antibody  reaction  underlies  allergy. 
The  reaction  may  be  visualized  in  this  simplified  graphic  form : 


At  first  exposure  to  antigens 
(green)  specific  antibodies 
(yellow)  are  formed  chiefly 
by  plasma  cells. 


Circulating  antibodies  in  the 
blood  stream  may  become  at- 
tached to  mast  cells  in  the  tissues. 


If  the  same  antigen  again  enters 
the  body  and  reacts  with  anti- 
bodies attached  to  cell  walls,  dis- 
turbances occur.  The  cell  disrupts 


. . . depositing  granules  con- 
taining bound  histamine  or 
histamine-like  substance  in 
intercellular  spaces. 


Calcium  ions  and  enzymes  act  on 
the  granules  breaking  the  bind- 
ing and  releasing  histamine  or 
histamine-like  substance. 


Theoretically,  this  liberated  hista- 
mine (purple)  acts  at  receptor  sites 
in  target  tissues  resulting  in  aller- 
gic manifestations. 


Antihistamine  (orange)  is  believed 
to  compete  with  histamine  at  the 
receptor  sites  in  target  tissues  — 
thus  counteracting  allergic  effects. 


in  allergy,  this  antihistamine  works 

with  no  more 
sedation  than 
placebo* 

The  therapeutic  response  to  Dimetane  (brom- 
pheniramine maleate)  is  eloquent  proof  that  a 
potent  antihistamine  does  not  have  to  be  a sed- 
ative, too.  You  may  expect  unsurpassed  relief 
of  symptoms  promptly  in  most  types  of  allergy 
because  Dimetane  (brompheniramine  male- 
ate) works  with  a very  low  incidence  of  side 
effects.  Indeed,  as  shown  in  a double-blind 
crossover  study,  with  no  greater  incidence  of 
sedation  than  placebo.* 

*SchilIer,  I.  W.  and  Lowell,  F.  C.:  New  England  J.  Med.  261 :478,  1959. 

CONTINUOUS  ACTION  UP  TO  10-12  HOURS 


BRIEF  SUMMARY:  Indications:  Dimetane  (bromphenira- 
mine maleate)  is  a potent  antihistamine  effective  in  a 
wide  variety  of  allergic  states. 

Side  Effects:  Hypersensitivity  reactions,  including  skin 
rashes,  urticaria,  hypotension,  and  thrombocytopenia, 
have  been  reported  rarely.  Occasional  transitory 
drowsiness,  lassitude,  nausea,  or  giddiness  may  be 
encountered.  Dryness  of  the  mouth  and  mydriasis 
have  been  reported  infrequently. 

Precautions:  Until  response  is  determined,  patient 
should  be  cautioned  against  engaging  in  mechanical 
operations  requiring  alertness. 

Contraindications:  Hypersensitivity  to  antihista- 
mines. Not  recommended  for  use  during  pregnancy. 
ALSO  AVAILABLE : New  lower  strength  Dimetane  8 mg. 
Extentabs  (brompheniramine  maleate  8 mg.);  conven- 
tional tablets  (4  mg.);  Elixir  (2  mg./5  cc.);  Injectable 
(10  mg./cc.  ampuls,  and  100  mg./cc.  in  2 cc.  vials). 

A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 

Visit  our  Booth  No.  28  at  the  Annual  Meeting 


HOW  TO  BE  SURE 

your  young  patients  get  the  aspirin 
dosage  you  want  them  to  have 

The  answer  is  Orange  Flavored  Bayer  Aspirin  for  Children 

The  dosage  is  IH  grains  per  tablet.  Mothers  place  such  confi- 
dence in  the  Bayer  name.  And  the  new  orange  flavor  is  so  fresh 
and  smooth  that  children  take  it  readily.  (The  grip-tight  cap 
on  the  bottle  helps  keep  them  from  taking  it  on  their  own.) 


For  professional  samples,  just  write  The  Bayer  Company,  Dept.  112,  1450  Broadway,  New  York  18,  New  York. 
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BOARD  OF  DIRECTORS 

Meeting  of  the  Board  of  Direetors  of  The  Arizona 
Medieal  Association,  Inc.,  held  Sunday,  February  9, 
1964,  in  the  French  Quarter  of  the  Safari  Hotel,  Scotts- 
dale, Arizona,  convened  at  10:05  a.m.,  Janies  E.  O’Hare, 
M.D.,  Vice-President  and  Chairman,  presiding. 

ROLL  CALL 

PRESENT:  Drs.  Baldwin,  Earl  R. 

Brazie,  Walter 

Brewer,  W.  Albert,  Pres.-Elect 

Derickson,  Philip  G. 

Dudley,  Jr.,  Arthur  V.,  Treas. 

Dysterheft,  Arnold  H. 

Einke,  Howard  W. 

Flynn,  Richard  O. 

Plenderson,  Charles  E.,  Secy. 

Jarrett,  Paul  B. 

Jensen,  Thomas  W. 

Lorenzen,  Robert  F. 

McNally,  Joseph  P. 

Melick,  Dermont  W. 

O’Hare,  James  E.,  Vice-Pres.  and 
Chairman 

Price,  Robert  A. 

Rhu,  Hermann  S. 

Smith,  Noel  G. 

Steen,  William  B.,  Pres. 

Taylor,  Ashton  B. 

Yount,  Jr.,  Clarence  E. 

Staff:  Boykin,  Paul  R.,  Assistant  Executive  Secretary 
Carpenter,  Robert,  Executive  Secretary 
Jacobson,  Edward,  Counsel 
GUEST:  Dr.  Eoster,  R.  Lee 
EXCUSED:  Drs.  Beaton,  Lindsay  E. 

Eisenbeiss,  John  A. 

MINUTES 

Minutes  of  the  Board  of  Directors  meeting  held  No- 
vember 24,  1963,  under  the  subject  heading  Benevolent 
and  Loan  Fund  Committee,  second  paragraph  compris- 
ing motion  line  seven  (7)  amended,  deleting  the  word 
“printed”  thereby  resulting  in  the  concluding  directive 
or  portion  of  the  motion  to  read  “and  that  any  standard, 
acceptable  from  a resolution  required  by  the  Valley 
National  Bank  be  considered  hereby  passed”;  and  ap- 
proved, as  amended. 

ATOMIC  ENERGY  COMMISSION 

Doctor  R.  Lee  Foster  (Phoenix),  on  invitation,  attended 
this  meeting  for  discussion  as  regards  Senate  Bill  119, 
“An  Act  relating  to  atomic  energy;  creating  the  Arizona 
Atomic  Energy  Commission;  providing  the  means  for 
the  State  to  take  over  certain  responsibilities  now  vested 
in  the  United  States  Atomic  Energy  Commission;  estab- 
lishing the  basis  for  encouraging  the  development  of 
new  private  industries;  prescribing  the  duties  and  au- 
thority of  the  Commission;  providing  for  the  licensing 
and  regulation  of  sources  of  ionizing  radiation;  prescrib- 
ing penalties;  amending**'*.” 

The  following  suggested  amendments  are  recom- 
mended: 

Section  30-651  B.  3.  “To  coordinate  these  activities 
and  studies  with  other  groups  and  agencies,  public 
and  private,  who  are  active  in  the  fields  of  ionizing 
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radiation,  radiation  sources  and  measurement,  and 
atomic  energy,  AND  COOPERATE  WITH  EACH  IN 
ITS  RESPECTIVE  FIELD.” 

Section  30-672  D.  “A  person  licensed  in  this  state 
to  practice  as  a dentist,  chiropodist  or  veterinarian  or 
licensed  in  this  state  to  practice  medicine,  surgery, 
osteopathy,  chiropractic,  naturopathy  or  any  other  sys- 
tem or  method  of  healing  shall  not  be  required  by  the 
Commission  to  obtain  any  (other)  license  for  the  use 
of  an  x-ray  machine.  HOWEVER,  NEITHER  THIS 
SECTION  NOR  ANY  OTHER  PORTION  OF  THIS 
ACT  SHALL  BE  CONSTRUED  TO  AUTHORIZE  THE 
USE  OF  X-RAY  BY  ANY  OF  THE  AFOREMEN- 
TIONED PRACTITIONERS  OE  THE  HEALING  ARTS 
UNLESS  THE  SAME  IS  OTHERWISE  AUTHORIZED 
UNDER  THEIR  RESPECTIVE  LICENSING  ACTS.” 
Approved. 

EXECUTIVE  COMMITTEE  REPORT 

Benevolent  and  Loan  Fund  Committee 

Following  report  by  Counsel,  the  Board  determined  to 
accept  the  medical  student  loan  program  presented  by 
the  Valley  National  Bank  of  Arizona  (Phoenix),  initi- 
ated by  this  Association,  unanimously  adopting  the  fol- 
lowing resolution  and  authorizing  the  execution  of  per- 
tinent agreements  to  activate  the  program: 

“RESOLVED  that  this  corporation  be,  and  is  hereby 
empowered  to  enter  into  a loan  plan  arrangement  with 
The  Valley  National  Bank  of  Arizona,  a national  bank- 
ing association,  whereby  said  Bank  may  make  student 
loans  to  well-qualified  medical  students,  which  loans 
shall  be  guaranteed  by  this  cory)oration; 

“RESOLVED  EURTHER  that  William  B.  Steen,  M.D., 
as  President,  and  Charles  E.  Henderson,  M.D.,  as 
Secretary,  be,  and  they  are  hereby  authorized  and 
empowered  to  e.xecute  and  deliver  on  behalf  of  this 
corporation  to  Bank,  any  and  all  documents  necessary 
to  document  and  evidence  such  arrangement,  including, 
but  not  limited  to  a loan  guarantee  plan  agreement  and 
deposit  agreement  and  they  are  further  authorized  and 
empowered  to  do  any  and  all  acts  necessary  to  effectuate 
said  arrangement; 

“RESOLVED  EURTHER  that  The  President  and 
The  Secretary,  be,  and  they  are  hereby  authorized  and 
empowered  to  do  any  and  all  acts  and  execute  and  de- 
liver any  and  all  documents  on  behalf  of  the  corporation, 
including,  but  not  limited  to  student  loan  agreements, 
interim  notes,  pay-out  notes  and  any  other  documents 
necessary  to  comply  with  the  corporation’s  requirements 
under  the  terms  of  said  financing  arrangement  as  set 
forth  in  the  loan  guarantee  plan  agreement  to  be  exe- 
cuted by  this  corporation  and  The  Valley  National  Bank 
of  Arizona; 

“RESOLVED  FURTHER  that  a certified  copy  of  the 
Resolution  be  sent  to  the  said  The  Valley  National 
Bank  of  Arizona  and  that  it  shall  remain  in  full  force 
and  effect  until  written  notice  of  its  repeal  shall  have 
been  received  by  The  Valley  National  Bank  of  Arizona.” 

Doctor  Dudley,  Jr.,  suggested  that,  at  the  appropriate 
time,  the  Association  might  give  thought  to  the  “estab- 
lishment of  scholarships.”  It  is  recognized  that  during 
the  first  six  months  of  training,  a medical  student  docs 
not  have  funds  made  a\ailablc  to  him  through  either 
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the  AMA  - ERF  or  Federal  programs;  therefore,  this 
reflects  an  unmet  need. 

Board  of  Directors 

Richard  O.  Flynn,  M.D.,  (Tempe)  appointed  a Cen- 
tral District  Director  for  the  term  e.xpiring  in  1964, 
filling  the  vacancy  created  by  the  resignation  of  Clyde 
J.  Barker,  Jr.,  M.D.,  (Phoenix). 

ARMPAC 

The  resignations  of  Walter  E.  Ahrens,  M.D.,  (Tucson), 
and  John  W.  Moon,  M.D.,  (Mesa),  Chairman,  as  mem- 
bers of  the  Board  of  Directors  of  ARMPAC  were  ac- 
cepted. 

Appointed  the  following  membership  to  the  ARMPAC 
Board  of  Directors  for  the  term  of  one  year,  or  until 
such  time  as  their  successors  are  appointed  and  have 
accepted  office:  William  B.  Steen,  M.D.  (Tucson), 
Chairman;  Walter  D.  Anderson,  M.D.  (Yuma);  Walter 
Brazie,  M.D.  (Kingman);  William  C.  Payne,  M.D. 
(Tempe);  John  R.  Schwartzmann,  M.D.  (Tucson);  John 
F.  Westfall,  M.D.  (Phoeni.x);  Henry  G.  Williams,  M.D. 
(Phoenix);  Mrs.  Albert  O.  Daniels  (Prescott);  Mrs. 
Richard  L.  Dexter  (Tucson);  and  Mrs.  Richard  P.  Tim- 
mons (Scottsdale). 

Appropriated  $1500.00  as  a donation  to  the  education- 
al fund  of  ARMPAC. 

Financial  Report 

Doctor  Dudley,  Jr.,  reported  total  revenues  received 
in  1963  amounted  to  $169,114.65,  representing  98% 
of  the  budgeted  amount  of  $172,837.00.  Total  expendi- 
tures for  this  same  period  amount  to  $135,815.79,  repre- 
senting 86%  of  the  budgeted  appropriation  of 
$157,109.39,  resulting  in  an  increase  in  the  reserve 
account  of  $33,298.86. 

Journal  (ARIZONA  MEDICINE)  operations  reviewed 
reflect  a deficit  of  $6,969.27  (including  the  allocation  of 
$5,920.00,  representing  membership  subscriptions  ap- 
propriated out  of  dues  received). 

It  was  further  stated  that  it  is  anticipated  it  will 
take  an  additional  four  or  five  years  to  redevelop  “sur- 
plus” in  an  amount  within  reasonable  limits  to  assure 
a sound  financial  basis  of  operation. 

For  the  first  month,  January  1964,  receipts  totaled 
$51,414.21,  representing  29%  of  the  budgeted  amount 
of  $174,562.00.  For  this  same  period,  e.xpenditures 
totaled  $7,917.14,  representing  5%  of  the  budgeted  ap- 
propriation of  $160,698.88. 

The  Treasurer  was  authorized  to  increase  bank 
savings  accounts  to  a total  of  $20,000.00  per  account,  as 
he  may  dictate  it.  Thus,  benefiting  to  the  full  earned 
interest,  even  though  the  guarantee  is  limited  to 
$10,000.00. 

Authorized  transfer  of  $4580.99  from  the  current 
loan  fund  program  to  the  new  loan  fund  program;  and 
authorized  $3775.36  to  be  moved  from  the  general  fund 
interest  from  savings  account  to  the  new  loan  fund 
program;  totalling  $8356.35.  There  remains  $5916.60 
in  the  Benevolent  Fund  savings  account. 

Doctor  Dudley,  Jr.,  pointed  out  that,  if,  as,  and  when 
a medical  student  scholarship)  fund  is  provided,  it  is 
very  possible  that  the  interest  earned  from  savings 
accounts  may  well  provide  the  necessary  funds  required 
for  scholarships.  It  was  directed  that  an  appropriate 


resolution  be  prrepared  and  presented  to  the  House  of 
Delegates  of  the  Association  during  the  forthcoming 
annual  meeting,  which  would  establish  a scholarship 
program  to  include  students  from  Arizona  State  College, 
at  Flagstaff;  the  University  of  Arizona,  at  Tucson;  and 
Arizona  State  University,  at  Tempe. 

1965  Budget 

A suggested  budget  for  the  year  1965  was  presented 
and  recommended  by  the  Treasurer,  anticipated  income 
totalling  $173,200.00,  and  anticipated  e.xpenditures 
totalling  $162,050.00.  Approved. 

Legal  Services 

Authorized  additional  payment  of  $832.00  to  the 
legal  firm  of  Snell  and  Wilmer,  Counsellors  representing 
this  Association,  accounting  for  the  excess  of  legal 
services  rendered  totalling  $6832.00  for  the  year  1963 
over  retainership  praid  on  a monthly  basis  totalling 
$6000.00. 

Membership  Classification  Changes 

Associate  membership  granted  Robert  S.  Keller,  M.D., 
(Graham  County),  Dues  Exempt,  account  Residency 
Training,  effective  January  1,  1964. 

Associate  membership  granted  Naugle  K.  Thomas, 
M.D.,  (Pima  County),  Dues  Exempt,  account  disability 
(illness),  effective  January  1,  1964. 

Central  Office  Advisory  Committee 

Staff  emprloyees  e.xpress  aprpreciation  and  thanks  for 
the  1963  Christmas  bonus  granted. 

Industrial  Relations  Committee 

Industrial  Commission  of  Arizona  favorably  inclined 
to  adopt  a third  revision  of  the  medical  and  surgical 
fee  schedule,  based  upron  the  relative  value  study  of 
California,  with  the  use  of  the  conversion  factor  of 
4.50,  with  no  exceptions  other  than  the  addition  of 
prrocedure  codes  to  cover  the  present  t\q)es  of  group 
consultations  and  the  inclusion  of  the  necessary  rules 
to  conform  to  the  statute  and  the  e.xisting  rules  of 
prrocedure.  It  is  estimated  this  will  represent  a probable 
10%  minimum  increase  in  overall  Medical  Department 
costs  aprproximating  a minimum  of  $300,000.00  per 
year.  If  adoprted,  the  Commission  would  not  anticipate 
any  additional  requests  for  alterations  of  this  schedule 
for  the  preriod  of  at  least  three  years;  and,  then,  only 
on  the  basis  of  possible  subsequent  revisions  of  the  study 
and  the  aprprlicable  conversion  factor.  It  was  determined 
to  accept  this  proposal. 

Confirmed  presidential  approintments  of  Doctors 
Samuel  J.  Grauman  (Tucson),  J.  Daniel  Bullington 
(Phoeni.x),  and  Edward  B.  Waldmann  (Phoeni.x),  to  con- 
stitute a medical  Board  of  Consultants  in  the  field  of 
cardiology  to  serve  the  Industrial  Commission  as  re- 
quired. These  individuals,  it  is  anticipated,  will  be 
compensated  on  the  same  basis  as  the  Board  of  Con- 
sultants previously  approinted  and  serving  in  the  field  of 
prsychiatry. 

Legislative  Committee 

The  Arizona  Board  of  Pharmacy  suggests  it  be 
alerted  in  instances  where  an  available  pharmacist  is 
unable  or  unwilling  to  render  essential  senices  and 
drugs  specified  in  the  filling  of  prescriptions. 

Active  supprort  recommended  in  the  enactment  of 
legislation  during  the  current  Arizona  State  Legislature 
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session  in  the  instances  of  the  re\ision  of  the  Medicine 
and  Surgery  Act;  amendments  to  the  Basic  Science 
Certificates  Act;  and  implementation  of  the  Kerr-Mills 
law. 

Inactive  support  is  recommended  relating  to  measures 
dealing  with  a proposed  statutory  salary  increase  for 
the  Commissioner  of  the  Arizona  State  Department  of 
Health;  supplemental  appropriation  for  current  opera- 
tions at  the  Arizona  Tuberculosis  Sanitorium;  an  ade- 
quate operational  budget  for  the  Health  Department 
covering  the  fiscal  year  1964-1965;  a measure  referred 
to  as  a “good  Samaritan”  act  relieving  liability  of  the 
physician  at  the  scene  of  an  emergency;  and  proposed 
creation  of  an  Arizona  Atomic  Energy  Commission. 

It  was  determined  to  defer  further  consideration  and 
action  at  this  time  dealing  with  vivisection. 

Importance  is  attached  to  the  enactment  of  Kerr- 
Mills  implementation  legislation.  Counsel  is  instructed 
to  take  whatever  action  appears  indicated  to  realize 
favorable  consideration  of  this  important  measure. 

Medical  Economics  Committee 

Authorized  execution  of  agreements  dealing  with 
Medicare  Contract  No.  DA-49-192-MD-64,  covering  the 
period  March  1,  1962,  to  February  28,  1963,  three- 
party  release  and  assignment  forms,  together  with 
supplemental  agreement  covering  allowable  cost  and 
payment  for  period,  establishing  $1.74  as  the  negotiated 
claim  rate  and  cumulative  claim  and  reconciliation 
statement  of  payments. 

Authorized  execution  of  agreements  relating  to  Medi- 
care Contract  No.  DA-49-192-MD-116,  involving  Manual 
and  Schedule  of  allowances  to  include  “cinefluogram 
of  bladder  with  pressure  determination”;  and  negotiated 
claim  rate  substituting  from  $2.50  to  $1.50,  effective 
December  1,  1963. 

Modification  of  Medicare  allowances  proposed  by 
ODMC  in  the  instance  of  renewal  of  Medicare  Con- 
tract No.  DA-49-192-MD-(?)  for  the  period  March  1, 
1964,  to  February  28,  1965,  to  the  general  level  of 
allowances  now  paid  to  subscribers  under  the  full 
service  Arizona  Blue  Shield  Plan  “45.”  It  was  determined 
that  the  proposal  be  rejected;  however,  that  it  be  re- 
ferred to  the  Medical  Economics  Committee  for  further 
consideration  and  negotiation  with  ODMC.  It  is  an- 
ticipated the  current  Medicare  Contract  will  be  ex- 
tended for  a period  to  realize  further  negotiations. 

Reported  filing  with  the  Commissioner  of  Internal 
Revenue  this  Association’s  disaf>proval  of  proiDosed  regu- 
lations, Sections  301.7701-1  and  301.7702-2,  which 
would  result  in  the  denial  of  corporate  status,  for 
Federal  income  tax  i3urposes,  to  professional  coiiDora- 
tions  established  in  many  of  the  states.  It  was  de- 
termined that  Robert  A.  Price,  M.D.  (Phoenix),  at  As- 
sociation expense,  be  authorized  to  attend  the  public 
hearings  scheduled  by  IRS  in  Washington,  D.C.,  allow- 
ing those  especially  interested  to  be  heard  and  orally 
express  their  views  relating  to  the  proposed  regulations. 

Professional  Committee 

Recommended  jDrovision  for  an  annual  meeting  of  the 
Disaster  Medical  Care  Subcommittee  to  coincide  with 
the  Association’s  annual  meeting;  that  strong  effort  be 
made  to  establish  a position,  staffed  by  a doctor  or 
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a physician,  in  the  State  Public  Health  Dey)artment 
entirely  devoted  to  disaster  medicine;  and  that  a portion 
of  the  Association  annual  meeting  i^rogram  be  devoted 
to  disaster  medical  care.  Received. 

Suggested  appropriate  news  releases  prepared  and 
released  by  the  Public  Relations  Committee  of  ArMA, 
in  cooperation  with  the  State  Health  Department,  in- 
forming the  public  of  various  campaigns  in  the  field  of 
health.  Received. 

Recommended  acceptance  as  minimal  standards  for 
the  health  care  of  the  foster  home  child  prey)ared  and 
submitted  by  the  State  Department  of  Public  Welfare. 
Received. 

Referred  back  to  the  Professional  Committee  for 
review  and  definite  recommendation,  the  “Cooperative 
Plan  for  Medical  Health”  program  sponsored  by  Smith, 
Kline,  and  French. 

Approved  resolution  of  the  Arizona  Psychiatric  Society, 
relating  to  the  Arizona  State  Hospital,  adopted  October 
20,  1963. 

Recommended  adequate  medical  guidance  in  the 
establishment  of  any  Department  of  Rehabilitation  at 
the  University  of  Arizona,  and  that  the  Pima  County 
Medical  Society  interest  itself  in  this  matter  and  report 
to  the  Board. 

Authorized  appointment  of  an  ad  hoc  committee  to 
assist  in  the  establishment  of  any  Rehabilitation  De- 
partment at  the  University  of  Arizona,  consisting  of: 
Doctors  Roger  W.  Cole  (Tucson);  Orin  J.  Farness,  Chair- 
man, (Tucson);  and  Harold  W.  Kohl,  Jr.  (Tucson). 
Authorized. 

Physicians  and/ or  County  Medical  Societies  seeking 
information  in  the  field  of  rehabilitation  suggested  re- 
ferred to  Ray  Fife,  M.D.,  Chairman  of  the  Sid:>committee 
on  Rehabilitation,  who  has  accumulated  a substantial 
amount  of  material  and  other  information  on  the  subject. 
Received. 

Report  of  availability  of  television  spot  announce- 
ments, relative  to  venereal  diseases,  for  use  by  local 
stations  should  they  be  agreeable  to  devote  free  time 
as  a public  service  to  the  jjresentation  thereof.  Referred 
back  to  the  Committee  for  investigation  and  specific 
recommendation. 

Regarding  f)hysician  association  with  osteopaths  re- 
lating to  civil  defense,  it  was  determined  that,  in  the 
establishment  of  any  policy  dealing  with  the  subject, 
that  ArMA  extend  its  cooperation.  It  was  suggested 
that  this  viewpoint  be  referred  to  the  Chairman  of  the 
Subcommittee  on  Allied  Professions,  of  the  Professional 
Liaison  Committee,  for  his  information  and  guidance. 

The  matter  of  proposed  legislation  creating  a Di- 
vision of  the  State  Health  Department,  to  be  known 
as  the  Commission  on  Alcoholism,  referred  back  to  the 
Committee  for  study  and  recommendation. 

Resolution  of  the  Arizona  Academy  of  General  Prac- 
tice, referrable  to  the  Arizona  State  Hospital,  tabled. 

Notice  of  the  17th  National  Conference  on  Rural 
Health,  sponsored  by  the  AMA  Council  on  Rural  Health, 
to  be  held  at  Columbus,  Ohio,  March  6th  and  7th,  1964. 
Received. 

Recommendation  of  the  Coconino  County  Medical 
Society  that  Hugh  E.  Dierker,  M.D.  (Flagstaff),  be 
selected  as  a nominee  for  appointment  as  a member  of 
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the  Board  of  Directors  of  the  Arizona  State  Hospital. 
Received. 

Referred  to  Doctor  Brewer  the  matter  of  review  and 
activity  relating  to  rural  health,  of  interest  to  the 
W Oman’s  Auxiliary. 

Professional  Liaison  Committee 

Recommended  salary  increase  of  Director  of  the 
State  Department  of  Health  to  $22,000.00,  additional 
personnel  to  be  provided  in  the  1964-1965  budget  of 
the  State  Health  Department,  without  specific  comment 
as  to  the  budget  itself.  Received. 

In  the  matter  of  hospital  licensing  and  convalescent 
liomes,  it  was  suggested  pathological  and  x-ray  labora- 
tories be  closely  adjacent  to  hospitals  and  registered 
nurses  be  on  duty  twenty-four  hours  a day  in  these 
hospitals.  Recommended  action  be  deferred  until  pro- 
posed rules  and  regulations  have  been  adequately  re- 
viewed and  studied.  It  was  directed  that  these  points 
of  view  be  referred  to  the  Arizona  State  Board  of 
Health  for  its  information. 

Directed  that  AM  A be  informed,  through  its  Joint 
Commission  on  Medicine  and  Pharmacy,  of  the  report 
of  the  Arizona  Pharmaceutical  Association  relating  to 
pharmacy  ownership  by  physicians. 

AMA  reports  National  Voluntary  Health  Conference 
to  be  held  in  Chicago  September  17th  and  18th,  1964, 
designed  to  delineate  the  physician’s  role  and  to  dis- 
seminate information  to  the  medical  profession  about 
the  organization,  scope,  financing,  programs  and  serv- 
ices of  the  voluntary  agencies.  Determined  to  refer 
to  the  Professional  Liaison  Committee  this  proposed 
program  with  instruction  that  it  take  an  interest  in  the 
matter. 

MEETING  ADJOURNED  EOR  LUNCH  AT  1 P.M. 

MEETING  RECONVENED  AT  2:15  P.M.  ALL 
MEMBERS  PRESENT  DURING  THE  MORNING 
SESSION  RESPONDED  “AYE”  TO  THE  ROLL  GALL, 
EXGEPTING  DOGTOR  ARNOLD  H.  DYSTERHEET 
AND  DOGTOR  NOEL  G.  SMITH.  JAMES  E.  O’HARE, 
M.D.,  VICE-PRESIDENT  AND  CHAIRMAN,  PRE- 
SIDING. 

Public  Relations  Committee 

Received  rep>ort  of  Doctor  Steen  outlining  “Opera- 
tion Hometown”  activities  during  1963  and  commended 
the  participating  Counties  for  their  cooperation. 
Scientific  Assembly  Committee 

Doctor  Brewer  reported  on  the  completion  of  the 
program  of  the  73rd  Annual  Association  Meeting. 

Doctor  Brewer  further  reported  on  the  exploratory 
meeting  held  in  regard  to  research  being  conducted 
relating  to  “Arizona  Territorial  Medicine.”  The  second 
meeting  is  scheduled  to  be  held  at  4 P.M.  just  prior 
to  the  annual  meeting  of  the  Board  of  Directors,  to  be 
held  at  the  San  Marcos  Hotel,  Chandler,  Arizona,  April 
28,  1964. 

It  was  agreed  that  the  Honorable  Harold  Giss,  Senator 
of  the  State  of  Arizona,  be  invited  as  a guest  to  attend 
the  annual  dinner  scheduled  for  the  evening  of  April 
28,  1964,  in  Ghandler. 

Charters 

Approved  preparation  and  introduction  into  the  House 
of  Delegates  at  its  forthcoming  annual  meeting  a resolu- 


tion, acknowledging  previous  issuance  of  charters  to 
component  County  Medical  Societies  and  the  Constitu- 
tions and  By-laws  of  each  being  thereby  ratified,  ap- 
proved, and  confirmed  as  legal,  valid  and  subsisting 
Constitutions  and  By-laws.  This  action  is  suggested  by 
Counsel,  because  of  the  continuing  requests  from  several 
component  Societies  seeking  dates  of  issuance  of  the 
initial  charters  and  issuance  of  duplicates. 

AMA  House  Resolutions 

AMA  submits  resume  of  actions  taken  by  its  House 
of  Delegates  December  4,  1963,  for  the  information  of 
the  Association.  These  were  reviewed  by  the  Executive 
Committee  in  a meeting  held  February  2,  1964. 
Medicine  and  Pharmacy 

The  Commission  on  Medicine  and  Pharmacy,  com- 
posed of  representatives  of  the  AMA,  American  Phar- 
maceutical Association,  and  the  National  Association  of 
Retail  Druggists,  invites  representatives  to  attend  the 
National  Congress  on  Medicine  and  Pharmacy  scheduled 
to  be  held  March  12th  and  13th,  1964,  in  Chicago. 
It  was  determined  that  Doctor  Jarrett  and  the  Ex- 
ecutive Secretary  shall  attend  this  Congress,  expenses 
to  be  reimbursed  by  AMA. 

COMMUNICATIONS 

Legislation 

The  proposed  amendment  to  Section  36-601  ARS, 
relating  to  prescribing  penalty  for  committing  public 
nuisances  dangerous  to  public  health,  contained  in  House 
Bill  78,  introduced  January  15,  1964,  in  the  Arizona 
State  Legislature,  was  reviewed.  On  direction  of  the 
Legislative  Committee,  the  subject  was  referred  to 
the  Arizona  State  Department  of  Health  for  comment 
and  enlightenment  as  to  the  purpose  of  the  measure. 
An  Attorney  General  opinion  is  being  sought,  especially 
as  the  result  of  a recent  Supreme  Gourt  decision  in 
Arizona  reflecting  upon  the  constitutionality  of  a some- 
what similar  Section  of  the  Arizona  Revised  Statutes 
8-601.  While  the  desire  for  speedy  and  efficient  ad- 
ministration of  a Statute  is  understandable,  perhaps  of 
more  importance  is  the  assurance  of  right  of  appeal  and 
equally  swift.  Received,  no  action  being  indicated  at 
this  time. 

OTHER  BUSINESS 

Robins  Community  Service  Award 

In  connection  with  the  annual  A.  H.  Robins  Company 
“Community  Service  Award,”  it  is  reported  drat  recom- 
mendations have  been  received  nominating  Walter 
Brazie,  M.D.  (Kingman-Mohave),  Kenneth  C.  Baker, 
M.D.  (Tucson-Pima),  and  Paul  L.  Singer,  M.D.  (Phoe- 
nix-Maricopa).  Following  due  consideration.  Doctor 
Brazie  is  officially  nominated  to  receive  the  1964  Award. 
AMA  Legal  Conference 

It  was  reported  that  the  AMA  is  scheduling  its 
Legal  Conference  to  be  held  in  Chicago  April  16  through 
18,  1964.  This  meeting  is  designed  primarily  for  the 
benefit  and  edification  of  Counsels,  representing  Medi- 
cal Societies  throughout  the  states,  together  with  the 
Executive  Secretaries.  It  is  one  desirable  to  be  attended 
by  both  Mr.  Jacobson  and  Mr.  Carpenter.  However, 
in  the  latter  instance,  the  Board  of  Medical  Examiners, 
State  of  Arizona,  is  scheduled  to  meet  on  these  same 
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days,  and  it  would  appear  the  Executive  Secretary  is 
not  free  to  attend.  Mr.  Jacobson  advised  it  is  possible 
he  may  be  in  the  Chicago  area  on  other  business  at  the 
time  of  this  meeting,  under  which  circumstances  he 
will  be  more  than  happy  to  take  advantage  of  the 
opportunity  of  attendance. 

Medicare  Fee  Schedule 

Authorization  given  to  release  to  the  United  States 
Public  Health  Service,  Division  of  Indian  Health,  Al- 
buquerque area,  a copy  of  the  Arizona  Medicare 
Manual. 

Governmental  Institutions  — Nurses 

Doctor  Brewer  reported  he  had  been  contacted  by 
representatives  of  the  Arizona  State  Nurses  Associa- 
tion; Arizona  Licensed  Practical  Nurses  Association;  and 
the  Maricopa  County  General  Hospital  relative  to  the 
possibility  of  employing  non-citizens  in  governmental 
service  in  Arizona,  which  would  require  an  amendment 
to  the  Constitution  of  the  State  of  Arizona.  It  appears 
that  qualified  nurses,  licensed  practical  nurses  and 
interns  and  residents  in  approved  training  programs 
may  not  be  compensated  by  City,  County  or  State 
Governments  unless  they  have  completed  all  require- 
ments and  received  full  citizenship  in  the  United  States, 
which  brings  about  what  is  alleged  to  be  unfair  com- 
petition for  the  services  of  these  qualified  personnel 
between  these  governmental  institutions  and  private 
organizations.  It  was  requested  by  those  organizations 
aforementioned  that  medieine  give  consideration  to  the 
problem  and  e.xpress  their  recommendations  relative 
thereto. 

It  was  determined  to  posti^one  to  an  indefinite  time, 
further  consideration  of  this  problem. 

Membership  Transfer 

Referred  to  Counsel  for  review  is  the  matter  of  trans- 
fer within  the  state  of  membership  from  one  comxjonent 
County  Medical  Society  to  another,  especially  involving 
the  matter  of  residence  versus  location  of  practice. 

MEETING  ADJOURNED  AT  5 P.M. 

Charles  E.  Henderson,  M.D. 

Secretary 
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SOUTHWESTERN  SURGICAL  CONGRESS 
Sixteenth  Annual  Meeting 

Granada  Hotel 
San  Antonio,  Texas 

April  27-30,  1964 

Distinguished  Guest  Speakers 
Panel  Discussions  and 
Roundtable  Luncheons 

Entertainment 
Ladies  Activities 


Contact; 

Robert  B.  Howard,  M.D. 

301  Pasteur  Medical  Bldg. 
Oklahoma  City  3,  Oklahoma 


" dUZTx  t ^-4 


" 

In  your  busy  night-and-day 
preoccupation  with  other 
0 people’s  lives,  it  is  very  diffi- 
cult for  you  to  find  time  to 
think  about  your  own  future. 


■0<;- 

# 


Yet  face  it  you  must  for  the 
lip:  sake  of  your  family. 


•M- 


We  urge  you  to  join  with 
our  many  other  friends  and 
customers  of  the  medical  pro- 
fession, and  arrange  for  a visit 
— with  your  lawyer  — to  our 
Trust  Department. 

Discuss  your  estate  plans  in 
detail.  Let  an  experienced 
Trust  Officer  show  you  how  the 
group-judgment  of  specialists 
in  the  Trust  field  will  insure 
your  estate  being  handled 
soundly,  economically  — and 
to  the  letter  of  your  Will. 


w 


m 

II 

♦ 


TRUST  DEPARTMENT 


RESOURCES  $900  MILLION 

MEMBER  FEDERAL  DEPOSIT  INSURANCE  CORPORATION 


April,  1964 
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an  easier  way? 


‘methedrine: 

METHAMPHETAMINE  HYDROCHLORIDE 

is  an  easier  way  to  help  control  food  craving  & keep  the  reducer  happy 


With  "hunger  pains”  abolished,  the  patient  can 
shrug  off  the  chains  of  psychogenic  craving 
that  bind  him  to  his  habit  of  overeating  and 
cooperate  cheerfully  with  the  prescribed  diet. 

In  obesity,  “...our  drug  of  choice  has  been 
methedrine  (methamphetamine  hydrochlo- 
ride)... because  it  produces  the  same  central 
effect  with  about  one-half  the  dose  required 
with  plain  amphetamine,  because  the  effect 
is  more  prolonged,  and  because  undesirable 
peripheral  effects  are  significantly  minimized 
or  entirely  absent.”  Douglas,  H.  S.:  West.  J. 
Surg.  59:238  (May)  1951. 


Description:  Each  scored  tablet  contains  5 mg. 
‘Methedrine’  brand  Methamphetamine  Hydrochloride. 

Dosage:  2.5  mg.  (V2  tablet)  3 times  daily.  May  be  in- 
creased gradually  according  to  response;  more  than 
10  mg.  daily  rarely  is  needed.  The  last  dose  of  the  day 
should  not  be  taken  later  than  6 hours  before  bedtime. 

Side  effects:  Insomnia  may  occur  if  taken  later  than  6 
hours  before  retiring.  The  usual  peripheral  actions  of 
sympathomimetic  amines  (vasoconstriction  and  accel- 
eration of  the  heart)  are  minimal  and  little  noticed  on 
low  or  moderate  dosage. 

Contraindications  and  precautions:  Should  not  be  used 
in  patients  with  myocardial  degeneration,  coronary  dis- 
ease, marked  hypertension,  hyperthyroidism,  insomnia 
or  a sensitivity  to  ephedrine-like  drugs.  Moderate  hyper- 
tension in  the  obese  is  not  necessarily  a contraindication 
since  it  may  be  relieved  as  the  overweight  is  reduced. 

Supplied:  Tablets  5 mg.,  scored,  in  bottles  of  100  and 

1000. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,  N.Y. 


Visit  our  Booth  No.  51  at  the  Annual  Meeting 
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AH  day  long 

. . . keeps  the  patient  calm, 
and  the  mind  clear. 


AH  night  too 

. . . aids  restful  sleep,  with 
no  barbiturate  hangover. 


MEPROSPAN-400 

(MEPROBAMATE  400  MG.  SUSTAINEO  RELEASE) 

Simplified,  convenient  dosage  for  emotional  relief. 


Side  effects:  ‘Meprospan’  (meprobamate,  sustained  release) 
is  remarkably  free  of  untoward  reactions.  Daytime  drowsiness 
has  not  been  reported.  Rare  allergic  or  idiosyncratic  reactions 
may  occur,  generally  developing  after  1-4  doses  of  the  drug. 

Contraindications:  Previous  allergic  or  idiosyncratic  reactions 
to  meprobamate  contraindicate  subsequent  use. 

Precautions:  Should  administration  of  meprobamate  cause 
drowsiness  or  visual  disturbances,  tbe  dose  should  be  reduced. 
Operation  of  motor  vehicles  or  machinery  or  other  activity 
requiring  alertness  should  be  avoided  if  these  symptoms  are 
present.  Effects  of  excessive  alcohol  may  possibly  be  increased 
by  meprobamate.  Prescribe  cautiously  and  in  small  quantities 


to  patients  with  suicidal  tendencies.  Massive  overdosage  may 
produce  lethargy,  stupor,  ataxia,  coma,  shock,  vasomotor  and 
respiratory  collapse.  Consider  possibility  of  deiJendence,  par- 
ticularly in  patients  with  history  of  drug  or  alcohol  addiction; 
withdraw  gradually  after  prolonged  use  at  high  dosage. 

Complete  product  information  available  in  the  product  pack' 
age,  and  to  physicians  upon  request. 

Usual  adult  dosage:  One  400  mg.  capsule  or  two  200  mg. 
capsules  at  breakfast;  repeat  with  evening  meal. 

Supplied:  ‘Meprospan’-400  (meprobamate  400  mg.),  ‘Mepro- 
span’-200  (meprobamate  200  mg.),  each  in  sustained-release 
capsules.  Both  potencies  in  bottles  of  30. 


WALLACE  LABORATORIES  ® Cranhury,  N.  J. 

Visit  our  Booth  No.  22  at  the  Annual  Meeting 


"Leakers”  are  ampoules  with  minute  imperfec- 
tions in  the  seal.  You  can’t  readily  see  the  flaw, 
and  often  it’s  so  small  that  liquids  won’t  even 
drip  through;  but  microscopic  contaminants  can 
slip  in  to  render  the  contents  nonsterile  and  po- 
tentially dangerous.  ■ Detecting  "leakers”  is 
the  job  of  the  vat  and  the  blue  dye.  ■ Sealed 
Lilly  ampoules  are  placed  in  baskets,  submerged 


in  a vat  containing  methylene  blue,  and  sub- 
jected to  a vacuum.  If  there  is  an  imperfect 
ampoule  in  the  lot,  the  liquid  is  forced  out. 
When  the  vacuum  is  released,  the  blue  dye 
rushes  in.  ■ With  dye  as  the  spy,  elusive 
"leakers”  are  quickly  spotted  and  rejected  . . . 
another  of  the  many  controls  that  add  immea- 
surably to  the  quality  of  the  finished  product. 


Eli  Lilly  and  Company 


Indianapolis  6,  Indiana,  U.S.A. 


Visit  our  Booth  No.  54  at  the  Annual  Meeting 
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Rev.  Dr.  McCIeave 


Man  Is  A Total  Being 

by 


The  Rev.  Paul  B.  McCIeave,  LL.D, 


Man's  various  and  sundry  ills  are  not  all  caused  by  a breakdown  or 
malfunction  of  the  physical  body;  nor  can  they  all  be  cured  by  drugs  or  the 
scalpel.  Some  of  his  troubles  are  due  entirely  or  in  part  to  mental  or 
emotional  disturbances,  while  still  others  are  surely  at  least  aggravated, 
if  not  caused,  by  spiritual  conflicts  within  himself. 

Perhaps  the  majority  of  illnesses  can  be  treated  by  a skilled  physician. 
However,  an  ever-increasing  number,  it  seems,  require  the  analysis  and 
therapy  of  a well-trained  psychiatrist;  while  still  others  can  apparently 
be  helped  or  comforted  only  by  the  understanding  heart  of  a man  of  God 
— a member  of  the  clergy. 

Hence,  to  successfully  treat  "The  Whole  Man"  may  require  the  coopera- 
tive effort  of  the  "team."  And  this  team  may  include  any  or  all  of:  Patient, 
physician,  minister,  nurse  and  members  of  the  patient's  family.  The  Ameri- 
can Medical  Association  recognized  the  need  for  such  a team  approach 
when  it  established  the  Department  of  Medicine  and  Religion  in  1961,  and 
the  Rev.  Dr.  McCIeave,  director  of  this  new  department,  tells  us  of  the 
concept  of  treating  the  whole  man  in  this  paper. 


The  age-old  question,  “What  is  man?”  is  stud- 
ied by  medicine,  by  theologians,  by  philoso- 
phers, sociologists,  psychologists,  and  all  fields 
dealing  with  the  human  being,  man.  What  is 
man?  Too  frequently  each  profession  in  its  own 
way  has  concerned  itself  with  man  only  within 
its  own  aspect  of  thinking.  The  theologian  con- 
siders man  as  a creation  of  God,  a child  of  God, 
a being  of  God,  and  what  is  his  relationship  to 
God.  The  physician  oft  times  has  considered  man 
as  a physical  being,  a biological  entity,  composed 
and  developing  within  itself  frequently  organic 
illnesses,  and  yet  at  the  same  time  recognizing 
that  many  patients  have  no  organic  illness.  The 

Presented  at  the  72nd  Annual  Meeting  of  The  Arizona  Medical 
Association,  May  4,  1963,  at  Tucson,  Arizona. 

Rev.  McCIeave  is  Director  of  the  Department  of  Medicine  and 
Religion  of  the  American  Medical  Association. 


other  professions  — they,  too,  in  their  fields  look 
upon  man  solely  within  the  scope  of  the  informa- 
tion and  the  knowledge  which  they  seek  charac- 
teristic of  their  field  of  study.  Granted  that 
through  the  years  there  have  been  many  who 
have  concerned  themselves  with  the  fact  that 
man  is  a total  being,  that  man  cannot  be  catagor- 
ized  in  separate  areas  and  divisions  to  be  cut 
apart  as  a jig-saw  puzzle.  Only  man  himself  is 
concerned  with  putting  the  pieces  of  the  jig-saw 
back  together  again  to  make  him  a whole  being. 
Yes,  today  we  are  concerned  as  physicians  and  as 
clergymen  of  man  as  a total  being.  That  when 
we  treat  and  care  for  man,  we  must  invobe 
all  parts  of  him  if  he  is  to  find  total  health. 
May  I suggest  for  our  thinking  today  that  we 
consider  man  as  a being  — physical,  spiritual. 
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emotional,  and  social  — recognizing  that  illness 
in  any  one  of  these  parts  can  create  illness  in  all 
four  factors.  Health  is  more  than  physical;  health 
is  more  than  spiritual;  it  is  more  than  mental  or 
social.  Health  must  be  considered  from  all  fac- 
tors of  which  man  is  composed  — not  as  a jig- 
saw puzzle  but  as  a wholeness,  as  a oneness, 
for  man  is  a total  being. 

One  need  not  describe  all  the  advances  that 
we  have  made  in  the  past  25  years  or  50  years. 
We  can  talk  of  space;  we  can  talk  of  scientific 
discovery;  we  can  talk  of  new  coneepts  of  God; 
we  can  speak  of  social  advancement,  the  probing 
of  the  mind,  the  new  knowledge  that  we  have  in 
all  things  whether  it  is  in  our  own  field  or  in  all 
fields  of  science  and  of  knowledge.  There  was 
a time  when  an  individual  person  could  con- 
sider himself  well  educated  perhaps  in  a study 
of  the  liberal  arts,  humanities,  involving  there 
the  sciences.  He  was  enabled  to  speak  to  any 
group  and  comprehend  what  man  was  speaking. 
But  today  it  is  necessary  that  we  specialize. 
Our  schools  are  crowded  with  students  striving 
to  eomprehend  and  understand  only  a segment  of 
all  knowledge  that  is  available  for  man. 

The  curriculums  in  our  medical  schools  and 
our  theological  seminaries  are  characteristic  of 
all  education.  There  is  not  adequate  time  to  pre- 
pare a student  with  all  that  he  needs  to  know. 
In  our  educational  world,  where  in  times  past 
a man  with  an  A.B.  or  B.S.  degree  was  ade- 
quately prepared  to  be  a professor,  a teacher, 
finds  today  that  he  must  spend  more  time  in 
school,  more  time  in  preparation.  Degrees  do 
not  mean  an  educated  man,  but  at  least  it  gives 
him  the  opportunity  of  being  confronted  with 
additional  education  — a master’s  degree,  a Ph.D. 
degree  — almost  a eommon  necessity  for  anyone 
who  would  be  in  the  field  of  education. 

OFTEN  today  someone  will  say  I wish  that  I 
had  a family  doctor  as  the  old  days,  one  who 
could  bring  his  little  black  bag  and  sit  in  my 
home  and  make  me  well.  But  as  physicians  we 
well  know  that  no  physieian  knows  all  medicine. 
Fortunately  for  the  physical  health  of  man  the 
advancements  of  scientific  medical  knowledge 
are  so  vast  that  it  requires  us  to  limit  ourselves 
to  our  practice,  to  our  understanding,  and  to  our 
knowledge.  We  specialize  that  we  might  give 
the  finest  of  care  to  our  patient.  The  clergyman 
finds  himself  much  in  the  same  place.  Modern 
theology  has  many  aspects.  Its  scope  is  beyond 


the  thinking  of  any  one  man.  We  can  name 
Barth,  Tillich,  Weigel  and  others  who  are  deeply 
concerned  and  have  set  for  us  a pattern  of  the- 
ology and  thinking,  and  yet  none  of  us  know 
all  that  these  men  have  to  offer.  We  confine  our- 
selves to  our  own  faith,  our  own  dogma,  our 
own  creeds  because  they,  too,  have  become  so 
broad  in  their  aspect,  their  scope,  and  their  con- 
cept that  no  clergyman,  as  any  physician,  can 
know  all  that  there  is  to  know.  Is  it  not  possible 
then  for  us  to  admit  that  when  we  are  con- 
cerned with  the  total  of  being  of  man  and  his 
total  health  that  no  one  of  us  has  all  the  in- 
formation, all  the  knowledge,  all  the  experience 
that  is  necessary  to  make  possible  the  total  health 
of  man  in  his  total  being? 

In  medicine  as  we  are  treating  our  patient 
there  are  times  when  we  seek  our  colleagues  in 
other  areas  of  medicine,  in  other  specialty  fields, 
seeking  their  eonsultation,  guidance,  and  diree- 
tion  that  a patient  may  receive  the  finest  of  eare. 
We  also  lecognize  in  medicine  that  the  majority 
of  our  patients  that  we  see  are  not  ill  from  an 
organie  illness,  but  they  are  ill  and  as  physieians 
it  is  our  responsibility  and  our  eoneern  to  over- 
come that  illness.  Is  it  then  strange  that  Ameri- 
can medicine  should  be  concerned  today  of 
developing  an  opportunity  wherein  the  physician 
and  the  clergyman  might  become  colleagues, 
might  seek  each  other  out  in  consultation  when 
we  are  confronted  with  a patient  or  a parishioner 
in  certain  circumstances  that  require  more  than 
our  own  knowledge.  Granted  every  patient  that 
we  see  does  not  require  a clergyman,  nor  does 
he  require  the  consultation  of  other  specialties 
any  more  than  every  parishioner  that  a clergy- 
man sees  requires  a physician,  a clinical  psy- 
chologist, or  a psychiatrist.  But  there  are  times, 
and  there  are  circumstanees  wherein  we  do 
find  it  a necessity  to  seek  a colleague  that  ean 
assist  us  to  penetrate  into  the  illness  of  the  pa- 
tient that  is  outside  of  the  field  of  our  compre- 
hension or  our  experience.  As  a man  of  eompas- 
sion,  as  a physician,  we  can  offer  to  our  patient 
all  possible  ways  to  total  health. 

Faith  is  a strange  word.  Oft  times  we  toss  it 
out  the  window  because  we  like  to  say  faith 
is  all  spiritual;  faith  is  only  religious;  and  I am 
not  going  to  become  involved  with  the  doctrines 
and  the  creeds  of  the  various  religious  groups 
of  the  world.  But  faith  is  more  than  being  con- 
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fined  to  a particular  institutionalized  religious 
sect.  I would  make  a bold  statement  that  every 
man  has  a faith.  It  may  he  a simple  faith  of  a 
little  child  to  its  mother.  It  may  be  the  faith  that 
a man  has  in  himself  that  he  is  able  to  overcome 
all  obstacles,  all  problems,  and  make  all  de- 
cisions. It  may  be  a sincere,  devout  faith  in  God. 
It  may  be  a faith  in  something  other  self.  Even 
the  most  arrogant  agnostic  finds  himself  in  con- 
tradiction because  he  does  have  a faith.  It  may 
be  in  men,  in  drugs,  in  a creator,  or  a family, 
but  he  has  a faith.  The  faith  of  the  individual 
patient  is  a vital  factor  in  total  health.  It  is  not  a 
matter  of  whether  we  agree  or  disagree  or  ac- 
cept his  particular  type  or  degree  of  faith.  The 
patient  has  a faith,  and  we  must  treat  that 
patient  within  the  realm  of  his  faith.  Is  there 
a surgeon  who  has  never  heard  a patient  say, 
“I  am  going  to  die.”  Yet  from  our  experience 
we  know  that  physically  there  seems  to  be  no 
reason  for  it.  Immediately  we  recognize  that  the 
patient  urgently  needs  informed  counsel,  for 
strange  as  it  may  seem,  he  will  die  unless  we  find 
consulting  help.  How  do  we  approach  the  patient 
who  says,  “Doctor,  this  is  God’s  punishment;  I 
must  suffer,  and  I must  struggle  with  this  dis- 
ease, this  racking  of  my  body,  this  burning  up 
of  fever.”  What  is  the  reason  that  some  patients 
have  the  courage,  the  strength,  and  the  will  to 
live?  Why  do  some  give  up  too  soon?  What  is 
this  faith?  It  is  a strange  word,  and  long  papers 
could  be  written  in  definition  and  description, 
but  I believe  this  is  adaquate  to  make  my  point 
clear  that  regardless  of  whether  you  or  I agree 
or  disagree  with  a patient’s  faith  we  must  treat 
and  care  for  that  patient  within  that  faith. 

There  are  a number  of  isolated  illustrations 
that  all  of  us  have  been  confronted  wherein  I 
believe  the  physician  is  seeking  help  in  the  de- 
cisions that  are  constantly  being  made  by  him 
for  though  we  would  like  to  remove  ourselves 
from  that  place  of  decision  making  it  is  our  re- 
sponsibility as  physicians,  and  though  we  may 
ask  for  guidance  and  help  from  others,  it  is  still 
our  responsibility.  These  illustrations  that  I sug- 
gest to  you  will,  I believe,  open  up  some  ques- 
tions in  our  minds  for  our  discussion.  Within  our 
county  medical  societies  we  need  to  bring  the 
clergy  into  communication  to  discuss  these 
things,  and  to  discuss  many  areas  of  concern  that 
as  colleagues  we  may  do  the  task  of  making 
possible  total  health  for  the  total  being  of  man. 
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A YOUNG  MAN,  37  years  of  age,  is  referred  by 
his  local  physician  to  a surgeon  in  a major 
city  hospital.  An  incision  is  made  and  wide 
spread  cancer  is  found.  The  incision  is  closed. 
Death  is  imminent.  What  shall  we  tell  the  wife 
who  is  the  mother  of  three  young  children?  Does 
the  patient  have  a right  to  know  that  death  is 
imminent?  Doesn’t  any  patient  have  the  right  to 
have  the  privilege  and  the  opportunity  of  setting 
his  spiritual  and  secular  life  in  order?  Some 
would  say  that  the  three  to  six  month  period 
should  not  be  placed  in  the  realm  of  grief;  that 
the  lack  of  knowledge  of  imminent  death  on  the 
part  of  the  patient  would  create  patience  and 
courage.  I know  of  a case  such  as  this  where  the 
patient  was  informed  and  after  death  had  come 
the  wife  stated,  “Our  three  and  one-half  months 
were  months  of  the  greatest  love  and  affection 
that  we  knew  in  our  entire  life.” 

The  clergyman  and  the  doctor  are  both  men 
of  compassion  who  are  concerned  about  the 
patient,  his  life,  his  being,  his  family,  and  his 
existence.  Working  together  with  the  patient 
and  the  family  an  adequate  answer  can  be  found 
to  this  problem. 

To  what  extent  should  extra-ordinary  meas- 
ures be  taken  in  the  treatment  of  a patient  in 
order  to  sustain  life?  It  is  the  physician’s  task 
to  sustain  life.  Yet,  one  must  recognize  that  there 
are  problems  involved  and  no  general  answer 
can  be  given.  To  find  a proper  answer  involves 
more  than  one  making  a decision  as  in  many 
cases  when  we  are  confronted  with  this  prob- 
lem we  recognize  that  the  patient’s  family  oft 
times  creates  a more  serious  problem  than  the 
patient  himself. 

A being  is  born  without  mentality,  physically 
deformed,  in  a weakened  condition.  With  the 
advances  we  have  made  in  our  medical  know- 
ledge and  the  use  of  modern  drugs  this  being 
can  be  sustained  to  exist  five,  ten,  fifteen,  twenty 
years  or  more.  How  is  the  family  approached? 
What  can  be  said  to  the  mother?  Who  knows  this 
family?  Physicians  who  are  faced  with  this  mat- 
ter normally  can  amply  handle  the  problem,  but 
there  are  circumstances  where  once  again  we 
must  recognize  that  a religious  faith  enters  into 
the  care  and  the  treatment.  What  do  you  say 
when  the  mother  says,  “This  is  God’s  punish- 
ment.” What  is  the  answer  for  we  may  find  our- 
selves with  a mother  who  becomes  seriously  ill 
because  of  this  life  that  has  been  brought  into 
being. 
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WHERE  do  we  learn  concerning  faith  other 
than  our  own?  In  many  faiths  of  men  there 
are  tenants,  doctrines,  teachings,  and  traditions 
of  the  church  that  affect  medical  treatment  and 
care.  What  is  the  place  of  sacramental  services 
within  a person’s  life?  What  bearing  and  mean- 
ing does  dietary  law  have?  What  about  the  pa- 
tient who  refuses  vaccine,  inoculation,  or  trans- 
fusion because  of  a belief?  There  was  a time 
when  most  of  us  returned  to  a community  of  our 
own  upbringing,  returning  to  a cultural,  tradi- 
tional situation  wherein  we  knew  the  people, 
we  know  the  community,  we  understood  the 
faith  of  men.  But  today  with  the  transit  popula- 
tion of  America,  physicians  are  confronted  with 
patients  of  religious  faiths  and  beliefs  which  they 
have  never  experienced.  Do  we  learn  by  em- 
barrassment? Do  we  learn  by  ignorance?  How 
can  we  learn? 

These  illustrations  are  only  a few  of  many. 
But,  they  do  perhaps  bring  to  our  mind  the  rea- 
son that  American  medicine  through  the  Ameri- 
can Aledical  Association  has  established  the 
Department  of  Medicine  and  Religion  whose 
sole  purpose  is  to  create  an  intercourse  of  com- 
munication between  the  physician  and  the  cler- 
gyman relative  to  the  total  care  and  treatment 
of  the  patient.  The  department  has  had  the 
privilege  of  visiting  with  many  of  the  physicians 
across  the  country.  Arizona  was  chosen  as  one 
of  our  pilot  states,  and  here  I have  had  the 
opportunity  of  visiting  with  many  of  the  physi- 
cians of  the  state,  several  of  your  state  officers, 
the  various  areas  of  medicine  including  psychi- 
atry. Erom  you,  we  in  the  department  have 
been  able  to  formulate  suggestions  and  ideas 
which  might  be  made  available  to  the  country 
medical  societies  when  they  bring  into  their 
midst  the  clergy  to  talk  and  concern  themselves 
with  the  total  being  of  man. 

(N  SOME  twenty  county  medical  societies  this 
past  fall  and  winter  actual  programs  were 
carried  out.  There  were  outside  speakers;  there 
were  panel  discussions;  information  was  given 
and  much  discussion.  Activities  here  in  Arizona 


included  a meeting  in  Phoenix  and  a meeting 
in  Tucson.  It  opened  to  our  minds  the  very  po- 
tential and  the  vital  reason  for  such  program- 
ming. Some  of  the  questions  perhaps  seemed 
foolish  to  some,  but  they  were  sincere  questions 
both  on  the  part  of  physicians  and  clergymen. 
As  men  of  compassion  they  are  compassionately 
concerned  about  the  total  health  of  man.  They 
saw  and  recognized  that  they  needed  to  discuss 
and  to  formulate  ways  and  means  in  which  one 
could  assist  the  other  in  bringing  about  total 
health. 

The  procedure  and  plan  of  the  department 
at  A.M.A.  is  to  be  a servicing  department  to 
each  state.  The  state  council  is  being  invited 
to  establish  a state  committee  on  medicine  and 
religion.  Here  in  Arizona,  Doctor  Delbert  L. 
Secrist  of  Tucson  is  the  chairman  of  such  a com- 
mittee. This  committee  will  meet  and  make  plans 
wherein  the  county  medical  societies  throughout 
the  state  will  be  encouraged  to  participate  in 
these  communications.  A manual  has  been  pre- 
pared from  the  results  of  the  pilot  county  studies 
we  made  this  past  fall  and  winter.  This  manual 
will  include  invitations  to  the  clergy,  types  of 
meetings,  various  topics  that  might  be  discussed, 
procedures  and  ways  of  carrying  out  the  meeting. 
I cannot  impress  upon  you  the  importance  and 
the  vital  reason  for  liaving  such  a program  within 
your  county. 

In  conclusion  — may  I again  repeat,  man 
is  a total  being.  He  is  physical,  spiritual,  emo- 
tional and  social.  His  health  is  dependent  upon 
the  good  health  of  all  four  factors  of  his  being. 
His  faith  gives  reason  for  his  action.  His  faith  is 
a vital  part  of  the  success  of  his  striving  toward 
good  health.  As  physicians,  men  of  compassion, 
deeply  concerned  about  each  patient,  we  should 
consider  and  seek  out  our  colleagues  in  many 
fields  who  can  serve  the  patient  with  us  in  bring- 
ing about  total  health.  There  is  a place  for  the 
clergyman.  There  is  a task  for  the  physician.  The 
two  together,  working  hand  in  hand  in  complete 
trust,  can  continue  American  medicine’s  efforts 
to  bring  the  finest  of  medical  care  to  all  the 
people. 
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The  Family  Physicians  Unique 
Position  In  Psychiatric  Therapy 

by 

William  F,  Sheeley,  M.D.,  F.A.P.A. 


A little  knowledge  is  not  a dangerous  thing.  It  is  much  safer  than  no 
knowledge  at  all.  The  family  physician  has  a great  deal  more  psychiatric 
information  than  does  the  ordinary  patient.  The  really  time-consuming 
problem  is  to  bring  the  patient  up  to  his  level  of  understanding  and 
reasoning. 


Does  the  family  physician  have  something 
unique  to  offer  the  mentally  ill  person?  Can 
he  help  the  psychiatrist  deal  with  the  over- 
whelming number  of  people  who  need  help 
with  their  emotional  disturbances?  Many  au- 
thorities say  that  he  not  only  has  something 
unique  to  offer,  but  that  he  is  already  offering 
it,  whether  he  wants  to  or  not,  and  whether 
we  in  psychiatry  expect  him  to.  He  gives  help 
because  people  faced  by  psychiatric  problems 
naturally  turn  to  him  first. 

As  Viets®^  says: 

Some  [patients]  are  referred  directly  [to  the 
psychiatric  hospital!  for  psychiatric  observa- 
tion, but,  in  most  instances,  they  come  first  to 
the  general  practitioner.  He  is  the  one  who 
encounters  with  beginning  mental  disease  of 
sufficient  severity  to  call  for  observation  in  a 
mental  hospital. 

There  is  no  escaping  the  fact  that  the  gen- 
eral practitioner  is  on  the  front  line.  If  we 
are  to  make  any  progress  whatever  in  dealing 
with  the  psychiatric  patient  . . . considerable 
psychiatric  work  has  to  be,  and  should  be, 

Presented  at  a scientific  breakfast  meeting,  Camelback  Hospital, 
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done  by  the  general  practitioner.  . . . The  dif- 
ficulty . . . has  been  that,  in  the  period  of 
specialization,  there  has  been  a tendency  to 
look  more  and  more  at  the  part  and  less  and 
less  at  the  whole  patient  and,  as  a result,  the 
whole  patient  has  suffered. 

Despite  the  considerable  outcry  that  the  phy- 
sician should  consider  the  patient  a complete 
entity,  and  that  he  should  take  the  patient’s 
emotions  into  account  as  he  treats  him,  the  idea 
is  not  exactly  new  to  our  century.  In  the  year 
1883  Mills^*  wrote: 

The  early  recognition  of  some  forms  of 
insanity  is  often  of  the  greatest  moment  . . . 
(A)  patient  may  be  saved  from  disgrace  or 
dishonour  in  the  eyes  of  others,  or  a family 
may  be  rescued  from  impoverishment  or  dis- 
inheritance by  the  early  recognition  of  the  dis- 
ease by  the  family  physician.  . . . 

If  cases  of  insanity  were  treated  properly, 
early,  more  would  recover,  and  ^^'Ould  not 
require  to  be  sent  to  asylums  at  all. 

Any  physician  may  be  called  upon  ...  to 
manage  and  treat  cases  of  insanity.  E\'cn  in 
moderate  practice  he  is  as  likely  to  see  as 
many  cases  of  insanity  as  he  is  of  some  other 
diseases,  about  which  long  courses  of  lectures 
are  delivered. 
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Seventy  years  later,  Hargreaves^®  felt  impelled 
to  say 

. . . the  problem  still  remains  — indeed,  with 
the  development  of  psyehiatric  knowledge  it 
has  increased  — of  the  patient  whose  future 
health  depends  upon  the  family  doctor’s  abil- 
ity to  recognize  early  the  individual  whose 
condition  needs  specialist  facilities  and  atten- 
tion ...  If  he  fails  to  suspect  schizophrenia 
long  before  the  patient  is  a danger  “to  the 
public  peace,”  the  fault  lies  not  with  him,  but 
with  those  who  teach  him. 

Nor  can  the  family  doctor  depend  entirely  on 
the  mental  health  professional  who  is  not  a 
physician,  warns  Brosin®  in  the  year  1962.  He 
says: 

It  is  [in  diagnosis]  that  the  physician  is 
indispensable,  and  cannot  be  replaced  by  lay- 
men, no  matter  how  skilled  they  may  be  in 
their  profession.  A disturbed  alcoholic,  epi- 
leptic, manic,  or  hysteric  may  also  be  suffer- 
ing from  drug  ingestion,  renal  or  liver  disease, 
arteriosclerosis,  diabetes  or  heart  disease.  A 
patient  showing  a behavior  disorder  compli- 
cated by  alcoholic  or  drugs  may  also  have 
endocrine  disorders,  a brain  injury,  or  brain 
tumor. 

Part  of  the  family  physician’s  uniqueness  stems 
from  the  fact  that  people  with  emotional  prob- 
lems — which  often  arise  from  psychiatric  ill- 
ness — often  come  to  him  first  for  help.  Indeed, 
the  family  physician  is  second  in  this  regard  only 
to  the  clergyman.  Since  the  clergyman  refers  to 
physician  those  troubled  persons  whom  he  con- 
siders sick,  the  family  physician  usually  offers 
the  first  medical  help  which  psychiatric  patients 
receive.  He  therefore  has  a unique  role  in  psy- 
chiatric case-finding.  Families  distraught  from 
the  behavior  of  sick  members  come  to  him.  He 
is  more  apt  to  see  patients  who  are  threatening 
suicide^®  either  openly  or  subtly. 

He  may  also  be  the  first  to  encounter  the 
psychiatric  patients  as  he  treats  somatic  illness, 
for  somatic  illness  and  psychiatric  illness  tend 
to  go  together.  Often  the  ostensible  symptoms 
of  somatic  illness  are  really  those  of  underlying 
psychiatric  illness.  Or,  conversely,  the  ostensible 
psychiatric  symptoms  are  really  those  of  incipient 
but  as  yet  undetected  somatic  illness  such  as 
cancer  or  brain  tumor.®®  For  example,  in  a con- 
trolled study  comparing  471  psychiatric  patients 
with  480  controls,  Roessler  and  Greenfield®® 


found  significantly  higher  prevalence  of  somatic 
illness  among  the  psychiatric  patients. 

On  the  other  hand,  somatic  illness  seems 
always  to  produce  at  least  some  measure  of 
psychiatric  disturbance.  As  Hinkle^®  put  it: 

One  finds  no  illness  which  is  not  in  some 
degree  influenced  by  the  way  that  men  react 
to  what  goes  on  around  them,  and  none  that 
does  not  occur  sometimes  in  association  with 
manifestations  of  mood,  thought,  or  behavior. 
Nor  is  there  any  reason  to  doubt  that  any 
disease  that  can  be  brought  into  awareness 
may  play  a role  in  the  thoughts  and  emotions 
of  the  person,  or  conversely,  that  any  process 
within  the  central  nervous  system  that  is  per- 
ceived as  “thought”  or  “emotion”  may,  in 
some  manner  and  in  some  degree  influence 
the  course  of  any  disease.  The  question,  there- 
fore, is  not  one  of  whether  or  not  these  things 
can  occur;  the  question  is,  “In  what  manner, 
when,  and  to  what  degree  do  they  occur,  and 
how  relevant  are  they  to  the  illness?” 

The  family  physician  sees  many  patients  with 
apparent  physical  disorders  who  really  have 
psychiatric  problems.  Speaking  of  such  a con- 
dition as  sexual  frigidity  in  women.  Kleegman®® 
observes : 

It  is  the  general  practitioner  who  sees  most 
of  these  problems  and  who  could  do  the 
greatest  good  if  he  were  educated  in  this 
phase  of  medical  practice.  Only  a small  num- 
ber of  women  have  frigidity  as  a part  of 
neurosis  so  severe  that  they  need  referral  for 
the  necessary  psychiatric  treatment.  The  gen- 
eral practitioner  could  be  taught  to  differenti- 
ate the  one  from  the  other. 

Growing  numbers  of  psychiatrists  and  other 
physicians  conclude  that  the  family  physician  is 
uniquely  situated  to  serve  as  a coordinator  of 
therapies.  It  is  the  family  physician  who  will 
re-integrate  the  patient  who  has  been  dissected 
into  organ  systems  by  medical  specialists.  WeijeP® 
sees  the  family  physician  as  interpreter.  He  says: 
The  general  practitioner  . . . represents 
medicine  and  medical  science  for  the  lay- 
man . . . He  must  explain  to  the  patient  what 
is  wrong  with  him,  what  measures  must  be 
taken  and  why.  He  is  the  real  physician  who 
helps  the  patient,  with  the  assistance  of  the 
specialists  and  the  medical  technologists  of 
the  clinic  who  are  his  advisors  . . . 

Skottowe®^  urges  that  the  family  physician  stay 
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in  the  center  of  things  and  take  an  active  part 
in  all  arrangements  for  the  patient. 

May‘^  decries  any  effort  to  separate  the  psyche 
from  the  rest  of  medical  concern  when  he  says 

. . . treatment  of  the  mind  ...  is  ...  an  es- 
sential part  of  the  battery  of  treatment  that 
should  be  applied  to  the  correction  of  all 
pathological  changes  not  only  the  so-called 
psychiatric  ones.  The  removal  or  identification 
of  stress-causing  factors  in  the  environment  is 
an  indispensable  adjunct  to  any  and  all  thera- 
pies, but  vice  versa,  the  exploration  of  the  soma, 
and  its  treatment  is  as  essential  in  mental 
illness  as  it  is  in  tumors  of  the  uterus.  . . . 

Psychotherapy  . . . should  not  be  limited  to 
mental  disorders.  It  is  part  of  the  therapeutic 
arsenal  of  medicine  and  should  always  ac- 
company any  other  therapeutic  technique, 
whether  this  technique  takes  the  form  of  a 
pill  or  of  a surgical  operation  . . . 

Abrahams^  supports  the  family  physician  as 
medical  coordinator  with  the  argument: 

I must  strongly  emphasize  that  there  is  only 
one  doctor  responsible  for  the  whole  patient, 
and  he  is  the  family  doctor.  Once  this  is  ig- 
nored, whether  by  the  doctor  himself,  his 
patient,  or  a specialist,  there  is  risk  that 
aspects  of  the  patient’s  illness  will  be  treated, 
but  not  the  patient  himself.  All  family  doctors 
know  the  patient  with  multiple  symptoms  who 
have  seen  several  specialists.  ...  If  the  family 
doctor  is  not  prepared  to  undertake  his  func- 
tion of  coordination,  and  continuing  responsi- 
bility, there  is  a risk  that  the  patient  will  suffer 
from  piece-meal  treatment. 

Accordingly,  Watts®*  offers  the  following  list 
of  functions  of  the  family  physician  in  the  psy- 
chiatric team: 

( 1 ) He  is  the  most  important  centre  for 
early  diagnosis; 

(2)  he  is  the  coordinator-in-chief  between 
the  patient,  the  consultant,  and  the  medical 
auxiliaries; 

(3)  he  is  or  should  be  largely  responsible 
for  after-care; 

(4)  he  has  an  important  function  in  the 
care  of  the  elderly. 

In  summary,  Abrahams*  says  that  the  family 
physician  is  unique  in  at  least  the  following 
six  aspects: 

Firstly,  he  is  the  patient’s  first  hand  attend- 
ant; 
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Secondly,  he  is  the  patient’s  continuing  at- 
tendant; 

Thirdly,  he  treats  the  majority  of  all  kinds 
of  complaints  himself; 

Fourthly,  he  is  the  responsible  coordinator 
of  the  available  services; 

Fifthly,  he  treats  not  only  individuals  but 
whole  families; 

Sixthly,  he  is  in  the  front  line  of  preventive 
medicine. 

The  family  physician  logically  undertakes  re- 
sponsibility for  the  combined  psychiatric  and 
somatic  therapies  of  the  so-called  psychosomatic 
disorders.  Since  these  disorders  often  derive  from 
closely  inter-related  emotional  and  physiological 
disturbances,  correction  of  the  one  must  depend 
on  the  simultaneous  correction  of  the  other. 
Although  perhaps  such  simultaneous  approaches 
to  the  patient  can  be  made  by  two  different 
physicians  — a general  practitioner,  say,  and 
a psychiatrist  — such  combination  usually  poses 
unnecessarily  complex  administrative  problems 
which  do  not  arise  when  the  same  physician 
treats  both  aspects  simultaneously.  As  an  ex- 
ample, WolP  suggests  that  the  family  physician 
use  phenothiazines  as  part  of  his  treatment  of 
irritable  colon. 

Similarly,  emotional  reactions  to  medical  con- 
ditions require  understanding  by  the  family  phy- 
sician. Under  these  circumstances,  of  course,  only 
the  family  physician  can  detect  the  emotional 
concomitant,  because  only  he  sees  the  patient 
unless  the  necessity  for  psychiatric  care  becomes 
quite  apparent.  Even  then,  he  may  treat  the 
psychiatric  condition.  Such  concomitants  are 
much  more  prevalent  than  is  generally  realized. 
Even  in  an  ostensibly  “normal  ” condition  such 
as  uncomplicated  pregnancy,  psychiatric  symp- 
toms develop.  BushnelF  says 

. . . when  almost  any  . . . female  becomes 
pregnant,  there  are  a few  periods  when  de- 
pression of  some  degree  becomes  evident  in 
her  responses  to  her  physiologic  state.  The 
average  patient  with  a nonpathologic  preg- 
nancy exhibits  most  of  her  depressive  episodes 
in  the  first  trimester. 

Psychiatric  principles  are  becoming  more  gen- 
erally used  during  surgical  procedures.  Some  sur- 
geons, for  example,  advise  that  patients  receiv- 
ing elective  surgery  be  admitted  to  the  hospital 
several  days  before  the  actual  operation  so  that 
their  emotional  state  and  personalities  can  be 
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assessed.  Simple  reassurance  of  the  patient  and 
the  administration  of  psychiatric  drugs  such  as 
Librium  for  a few  hours  prior  to  the  operation 
serves  to  reduce  the  total  anaesthetic  agent  re- 
quired, to  reduce  the  risk  of  surgical  shock,  to 
hasten  the  recovery  from  the  immediate  effects 
of  the  operation,  and  to  shorten  the  period  of 
post-operative  invalidism.  Delirium  tremens  not 
infrequently  overwhelms  the  chronic  alcoholic 
during  the  period  of  total  withdrawal  of  al- 
cohol after  surgery;  the  surgeon  who  inquires 
carefully  for  signs  of  chronic  alcoholism,  and 
who  gives  the  delirium  a few  days  to  develop 
in  the  hospital  prior  to  the  operation  may  save 
himself  the  embarrassing  inconvenience  of  a 
noisy  patient  smashing  intravenous  equipment 
and  tearing  open  surgical  wounds. 

Although  we  have  no  exact  percentages,  we 
can  scarcely  doubt  that  the  family  physician  and 
other  nonpsychiatrist  doctors  deal  with  the  great 
majority  of  psychiatric  patients  actually  under 
treatment.  In  many  cases,  the  nonpsychiatrist 
treats  the  patient  only  because  neither  he  nor 
the  patient  realizes  that  the  psychiatric  condi- 
tions exists.  Fortunately,  the  simple  authority  of 
the  doctor,  and  his  intuition  enable  him  to  help 
a substantial  number  of  these  patients.  But  au- 
thority and  intuition  cannot  supplant  knowledge 
to  recognize  mental  illness  and  skill  to  treat  it 
adequately.  Kurland^®  does  believe  that  the  doc- 
tor’s psychiatric  ability  is  growing;  he  predicts 
that  by  1975,  the  general  practitioner  will  take 
over  much  of  the  total  psychiatric  treatment  as 
a natural  and  integral  part  of  general  practice. 

Kalis  and  co-workers'^’  urge  that  the  family 
physician  treat  more  and  more  psychiatric  illness 
so  as  to  hasten  the  start  of  definitive  therapy. 
They  say: 

The  importance  of  seeing  the  patient  quick- 
ly and  intensively  following  his  request  for 
help  is  emphasized  for  at  least  three  reasons: 
( 1 ) Because  circumstances  associated  with 
the  disruption  of  functions  are  more  easily 
accessible  if  they  are  recent;  (2)  because  only 
active  conflicts  are  amenable  to  therapeutic 
intervention;  and  (3)  because  disequilibrated 
states  are  more  easily  resolved  before  they 
have  crystallized,  acquired  secondary  gain 
features,  or  become  highly  maladaptive  in 
and  of  themselves. 

The  family  pyhsician  must  for  many  reasons 
treat  the  patient  rather  than  refer  him.  For  one 


thing,  many  doctors  practice  in  towns  over  a 
hundred  miles  from  a psychiatrist;  only  the  most 
urgent  circumstances  justify  referral.  For  another 
thing,  many  patients  stubbornly  refuse  to  see  a 
psychiatrist;  they  need  treatment,  but  not  enough 
to  justify  commitment.  Medically  responsibility 
requires  the  family  physician  to  treat  him.^’ 

The  so-called  ambulatory  schizophrenic  pa- 
tient often  demands  help  from  his  family  doctor 
but  refuses  referral  to  a psychiatrist.  Of  him, 
Brody^  says : 

His  life  is  sometimes  punctuated  by  flareups 
of  suspiciousness  or  aggressive  excitement,  but 
it  is  often  flat  to  the  point  of  desperation. 
Under  these  circumstances,  as  his  attention 
is  withdrawn  from  external  events  and  people, 
he  may  become  preoccupied  with  his  own 
body  and  its  functions  . . . (H)e  eventually 
turns  to  a doctor  — not  to  a psychiatrist,  whom 
he  may  consider  as  a magician  or  a fraud,  or 
as  someone  who  may  deprive  him  of  his  free- 
dom — but  to  a “real  doctor”  who  can  relieve 
him  of  his  concern  about  his  body  and  upon 
whom  he  can  be  comfortably  dependent. 

The  family  physician  may  treat  an  illness  that 
is  so  acute  as  to  require  immediate  action,  or 
too  mild  to  refer.  How  many  such  patients  he 
treats,  of  course,  is  determined  to  some  extent 
by  the  avaibility  of  psychiatrists.  Since  a psy- 
chiatrist may  take  days  or  even  weeks  to  see 
a patient,  the  family  physician  may  have  to 
use  his  own  resources  for  some  time.  During 
that  time,  because  the  acute  illness  subsides, 
and  the  mild  illness  begins  to  respond,  referral 
often  no  longer  seems  indicated.  In  this  connec- 
tion, Braunhofer'’  reminds  us  that  depressions 
are  comparatively  frequent  in  the  usual  prac- 
tice of  medicine,  are  often  very  subtle,  but  rarely 
are  psychotic.  He  considers  the  family  physician 
the  most  suitable  person  to  treat  them.  Gerty’^ 
points  out  that  “.  . . so-called  supportive  psy- 
chotherapy may  be  highly  beneficial  and  there 
is  far  greater  need  for  it  than  for  . . . intensive 
psychotherapy.”  Reporting  that  patients  tend 
to  recover  quickly  from  acute  breakdown  due 
to  stress.  Kalis  et  al.^^  found  that  of  40  such 
patients,  65  per  cent  recovered  with  only  brief 
interviews;  30  per  cent  continued  in  long  therapy, 
and  only  5 per  cent  required  hospitalization. 

Hopkins^®,  while  recognizing  that  the  family 
physician  is  a busy  man,  thinks  he  has  time  to 
do  psychiatric  therapy.  He  says: 
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Admittedly,  psychotherapy  takes  time;  but 
in  my  experience,  this  is  time  well  spent,  and 
in  the  long  run  may  even  be  time  saved.  A few 
sessions  for  psychotherapy  may  take  up  less 
time  than  seeing  a patient  for  a few  minutes,  to 
prescribe  a placebo,  every  week  for  months 
or  years. 

Many  authors  believe  that  the  family  physician 
should  concern  himself  with  psychiatric  problems 
such  as  impotence  and  frigidity.  Werschub,^" 
for  example,  says : 

I am  just  as  opposed  to  the  belief  that  all 
cases  of  impotence  are  best  handled  by  a 
psychiatrist  as  I am  to  the  belief  that  all 
cases  of  impotence  require  a course  of  in- 
strumentation by  the  urologist. 

Spira^®  advises  the  family  physician  offering 
psychiatric  therapy  to  do  a thorough  physical 
diagnostic  work-up,  to  free  himself  of  the  no- 
tion that  a psychiatric  patient  is  not  sick,  to 
reassure  the  patient  that  he  has  no  somatic  ill- 
ness, and  to  manipulate  the  environment  as 
needed,  but  to  be  careful  that  removing  physio- 
logical symptoms  does  not  release  too  much 
anxiety. 

The  chronic  psychiatric  patient  is  one  who 
particularly  needs  the  treatment  of  the  family 
physician.*  This  treatment  may  be  just  to  avoid 
another  unneeded  surgical  operation.  It  may 
be  to  carry  along  a patient  with  a chronic 
neurosis  that  seems  to  change  little  through  the 
years.  It  may  be  to  help  the  increasing  numbers 
of  patients  who  are  returning  to  the  community 
from  the  mental  hospitals.  As  Little^*  describes 
this  contribution: 

Much  effort  is  being  made  to  discharge  home 
. . . more  chronic  schizophrenics.  This  ap- 
proach sets  a challenge  to  the  toleration  of 
the  general  public  and  of  the  family  doctor 
...  It  is  not  only  more  humane  to  try  and 
establish  such  people  in  homes  or  lodgings  or 
hostels  and  encourage  employment,  but  the 
stimulus  of  this  more  normal  way  of  life  does 
seem  to  improve  the  patient’s  mental  state. 
To  help  the  discharged  patient.  Watts**  urges 
the  family  physician  to  work  with  the  family,  to 
get  the  patient  to  view  his  own  illness  as  an 
illness  and  not  a disgrace,  to  let  still-deluded 
and  hallucintating  patients  discuss  their  prob- 
lems and  fears  in  an  accepting  environment,  to 
help  fight  the  public  stigma  against  mental 


Original  Articles 

illness  and  mental  patients,  and  to  teach  fami- 
lies and  communities  to  live  with  their  mentally 
disabled  members. 

Both  Eaton®  and  Whitehorn'^h  writing  sepa- 
rately, affirm  their  belief  that  the  family  phy- 
sician who  has  guidance  from  psychiatrists  can 
contribute  much  to  the  treatment  of  mentally 
ill  people. 

For  one  thing,  the  family  physician  has  a great 
advantage  stemming  from  his  knowledge  of  the 
patient’s  family  and  community.  As  Hargreaves'* 
reminds  us: 

...  it  begins  to  appear  to  many  psychiatrists 
that  there  are  many  [patients]  who  could  be 
helped  by  their  family  doctors,  were  the  doc- 
tors themselves  to  reeognize  that  such  help 
was  within  their  power,  and  were  they 
equipped  to  give  it  by  the  education  they 
had  received.  Indeed,  the  family  physician 
would  start  on  such  a task  with  an  immense 
advantage  thanks  to  his  knowledge  and  under- 
standing of  the  family  as  a whole  and  his 
relationship  with  them. 

At  the  time  of  referral,  the  family  physician 
can  transfer  to  the  phychiatrist  some  of  the 
confidence  which  patient  and  family  have  in 
him.**  As  Farnsworth"  says  of  referring  phy- 
sicians : 

If  by  their  manner  they  convey  irritation 
and  a negative  attitude  . . . the  psychiatrists 
who  then  see  the  patients  have  to  devote  much 
energy  to  gaining  their  confidence  and  calm- 
ing their  fears.  On  the  other  hand,  if  referring 
physicians  look  upon  psychiatry  as  a medical 
specialty  like  any  other  . . . patients  who  are 
referred  will  be  given  the  impression  . . . that 
the  experience  will  be  of  value  . . . 

The  family  physician  has  learned  through  tlie 
years  many  things  about  the  family  which  tlie 
psychiatric  team  cannot  practicably  discover  dur- 
ing the  psychiatric  diagnostic  work-up.  Bowen* 
reminds  us  that: 

Family  members  are  quite  different  in  their 
outside  business  and  social  relationships  than 
in  those  within  the  family.  It  is  striking  to 
see  a father  who  functions  successfully  and 
decisively  in  business  but  who,  in  relation  to 
the  mother,  becomes  unsure,  compromising, 
and  paralyzed  by  indecision. 

Maholick**  believes  that  the  family  physician 
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should  coordinate  the  multiple  community  re- 
sources required  for  the  multiple  needs  of  prob- 
lem families.  Little^"*  backs  him  up  as  follows: 

There  is  now  widespread  acceptance  of  the 
theme  that  much  wider  home  care  and  treat- 
ment is  practical  and  desirable.  It  demands 
tolerant  eoncern  from  all  parties  — relatives, 
friends,  employers,  and  professional  people. 
Treatment  in  their  home  in  the  light  of  newer 
treatments  and  attitudes  to  mental  sickness  is 
a stimulating  medieal  and  social  challenge  in 
whieh  the  family  doetor  must  play  a key 
role.  In  doing  so,  he  may  find  increasing 
satisfaction  in  a sizeable  section  of  his  life’s 
work  which  has  previously  in  varying  degrees 
been  a source  of  irritation,  frustration,  and 
embarrassment. 

The  family  physieian’s  central  and  influential 
position  in  the  community  enables  him  to  make 
another  unique  contribution  to  the  mental  pa- 
tient. In  most  eommunities  — especially  smaller 
ones  — the  physician  is  a community  leader  with 
intimate  access  to  other  leaders.  For  this  reason 
and  others,  Farnsworth"  believes  that 

. . . the  promotion  of  mental  health  — and 
to  a large  extent  the  prevention  of  mental 
illness  — is  a responsibility  shared  by  all 
physicians  . . . Physicians,  regardless  of  their 
special  professional  interests  and  practice, 
should  be  particularly  effective  leaders  in 
mental  health  promotion  in  their  own  com- 
munities. 

And  Ebaugh*”  goes  on: 

. . . the  family  doctor  becomes  the  central 
focus.  Through  him  the  eommunieation  takes 
place;  around  him  other  treatment  resources 
are  organized,  with  primary  emphasis  on  out- 
patient clinies,  psychiatric  facilities  in  general 
hospitals,  and  “open”  hospitals  for  psychiatric 
patients  who  benefit  from  partial,  but  not 
total  participation  in  the  eommunity.  The 
family  doctor  necessarily  becomes  the  chair- 
man of  the  board,  for  he  retains  the  elosest 
contaet  with  the  community. 

The  family  physieian  is  uniquely  situated  to 
prevent  mental  illness.  Strugis^®,  for  example, 
points  out  that  during  the  premarital  examina- 
tion the  physician  can  help  the  woman  avoid 
emotional  maladjustments  in  the  coming  mar- 
riage. Finkle"  advises  the  doctor  to  assure  a man 
facing  prostatectomy  that  his  sexual  potency  will 


not  be  affected  by  the  procedure;  psychological 
impotence  can  be  avoided  thereby. 

Masserman^®  warns  the  physician  of  uninten- 
tional iatrogenic  psychiatric  illness. 

A dolorous  shake  of  the  head  as  we  fold 
the  stethoscope  after  listening  to  his  chest  — 
no  matter  what  is  said  afterward  — may  mean 
to  him  that  our  all-perceiving  ears  have  heard 
the  footsteps  of  approaching  death. 

Or,  as  Guess"  points  out: 

The  doctor  who  does  not  recognize  the  fact 
that  his  patient  is  a person  in  trouble  and 
who  after  negative  tests  attempts  to  reassure 
him  without  seeking  further  for  the  nature 
and  cause  of  the  anxiety,  has  utterly  failed 
to  treat  the  patient  in  his  totality.  Instead  of 
relief,  the  patient’s  troubles  are  frequently 
multiplied. 

The  physician  can  help  prevent  disease  by 
helping  to  change  the  environment  of  the  com- 
munity itself,  Hinkle’®  tells  us: 

The  physician,  who  is  charged  with  the 
preservation  of  health  and  the  prevention  of 
disease,  will  concern  himself  with  man’s  rela- 
tion to  his  social  environment  when  this  is 
relevant  to  his  health.  If  he  intervenes  in  this 
relation,  we  can  expect  that  he  will  do  so 
as  a physician  acting  to  preserve  health  or 
treat  disease.  This  may  make  it  necessary  for 
him  to  acquire  special  skills.  . . . 

Although  the  family  physician,  then,  has  a 
unique  position  relative  to  patient,  family,  and 
community,  we  cannot  truly  say  that  he  exploits 
that  advantage  as  fully  as  he  might.  One  possible 
explanation  for  this  is  suggested  by  Gee:’^ 

The  fault  lies  not  in  a confusion  of  ultimate 
aims,  but  in  a confusion  of  knowledge  and 
beliefs  with  respect  to  what  comprehensive 
care  is,  what  can  or  cannot  be  taught,  and 
who  should  teach.  Which  aspects  of  these 
problems  are  rooted  in  philosophy  and  which 
in  science?  To  what  degree  is  patient  care  a 
function  of  the  physician’s  knowledge,  of  his 
attitudes,  and  of  his  basic  personality  struc- 
ture? To  what  degree  should  it  also  be  a 
function  of  the  scientific  knowledge  of  human 
behavior  and  of  knowledge  of  sociology  or 
the  development  of  skill  in  communication  and 
in  manipulating  patients’  emotions  and  atti- 
tudes? Humanitarian  concern  with  the  welfare 
of  the  patient  has  been  thoroughly  confused 
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with  knowledge  of  psychological  and  sociol- 
ogical components  of  organic  disease  pro- 
cesses, and  both  of  these  have  been  confused 
with  how  skill  in  dealing  with  the  personal 
and  emotional  problems  of  the  patients  may 
be  developed. 

Fischer  and  Dlin’®  remind  us  of  the  emotional 
problems,  within  the  physician  himself,  which 
complicate  his  management  of  the  patient. 

Some  authors^^’^®  conclude  that  the  medical 
school,  until  the  very  recent  past,  at  least,  has 
not  prepared  the  young  physician  adequately  to 
undertake  psychiatric  therapies. 

Hargreaves”  insists  that  the  physician  receive 
formal  psychiatric  training.  He  warns  us  that: 
Common  sense  impels  us  to  dispel  our  own 
uneasiness  by  telling  the  depressed  patient  “to 
cheer  up”  or  the  patient  with  the  anxiety  state 
“not  to  worry.”  If  this  is  psychotherapy,  it  is 
directed  towards  our  own  feelings  rather  than 
towards  our  patient’s  malady. 

After  having  for  several  years  offered  a suc- 
cessful course  in  psychiatry  to  practicing  phy- 
sicians in  Brooklyn,  Golden  et  al.^^  conclude  that 
since  general  practitioners  inevitably  give  modi- 
fied psychotherapy  to  their  patients,  if  we  teach 
them  the  dangers  and  facts  of  psychiatry,  they 
will  limit  their  tendencies  to  do  “wild  analyses.” 
Whitehorn^*  plaees  the  responsibility  for  teaching 
other  psychicians  squarely  on  the  shoulders  of 
the  psychiatrist. 

Fortunately,  a great  deal  of  useful  knowledge 
and  skill  can  be  imparted  to  the  physician  during 
comparatively  short  courses  that  require  only 
a few  hours  of  instruction  per  week.  Obviously, 
such  courses  do  not  produce  psychiatrists,  but 
they  do,  for  example,  enable  physicians  to  use 
effectively  the  brief  psychiatric  interview.^ 

Psychiatry  courses  are  being  offered  in  ever 
greater  numbers  throughout  the  country.  Many 
physicians  who  formerly  avoided  patients  now 
treat  them  with  gratifying  relief  of  symptoms; 
many  physicians  who  tried  to  slough  off  these 
patients  onto  psychiatrists  or  other  physicians, 
now  use  their  unique  positions  and  skills  with 
telling  effect. 

One  can  safely  predict  that  as  more  physicians 
become  sophisticated  psychiatrically,  the  prac- 
tice of  medicine  will  change  basically,  and  the 
general  level  of  mental  health  in  the  community 
will  rise. 
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Spontaneous  Hypoglycemia: 
Diagnostic  Considerations 
And  Management 

by 

Donald  A.  Scholz,  M.D. 


Dr.  Scholtz 


A valuable  review  of  hypoglycemic  disorders  stressing  the  diagnostic 
differences  between  functional  and  organic  hypoglycemic  states  follows. 
The  intravenous  sodium  tolbutamide  and  the  oral  L-leucine  testing  pro- 
, cedures  are  described  and  their  limitations  pointed  out.  The  interesting 
problem  of  large  spindle  cell  tumors  with  hypoglycemia  is  discussed.  The 
pathologic  findings  in  95  proved  pancreatic  islet  cell  tumors  are  reviewed. 


51 PONTANEOUS  hypoglycemia  may  be  pro- 
f duced  by  numerous  organic  lesions  and  func- 
tional conditions  that  interfere  with  normal  regu- 
latory mechanisms  for  maintenance  of  adequate 
levels  of  blood  glucose.  Some  of  the  common 
causes  of  organic  hypoglycemia  include  ( 1 ) 
functioning  tumors  of  the  pancreatic  islet  cells, 
(2)  hypofunction  of  the  anterior  lobe  of  the 
pituitary  gland,  (3)  primary  adrenocortical  in- 
sufficiency, (4)  severe  hepatic  disease,  and  (5) 
bulky  spindle  cell  tumors  originating  in  the 
thorax  or  retroperitoneal  area.  A review  of  the 
clinical  signs  and  symptoms  which  may  be  as- 
sociated with  hypoglycemia  seems  unnecessary 
except  to  stress  that  neurologic  and  psychiatric 
phenomena  comprise  the  most  dramatic  manifes- 
tations of  hypoglycemia.  Widespread  neurop- 
athy, extensive  and  irreversible  brain  damage 
or  both,  may  result  from  frequent  episodes  of 
hypoglycemia  which  are  unrecognized  and  un- 
treated.^ 


Lecture  delivered  at  the  Tucson  Medical  Center  on  the  evening 
of  April  6,  1962. 

Section  of  Medicine,  Mayo  Clinic  and  Mayo  Foundation, 
Rochester,  Minnesota. 


Functioning  tumors  of  the  islet  cells  of  the 
pancreas  constitute  an  interesting  and  important 
cause  of  spontaneous  hypoglycemia.  Ninety-five 
proved  islet  cell  tumors  have  been  found  at  the 
Mayo  Clinic  during  the  years  1927  through 
1958.^  Eighty-five  of  these  tumors  were  classi- 
fied as  adenomas  and  10  were  obvious  carci- 
nomas of  the  islet  cells  with  metastasis.  Twenty- 
four  borderline  tumors  which  were  interpreted 
by  the  pathologists  as  showing  the  changes  of 
adenocarcinoma,  grade  1,  were  included  in  the 
adenoma  group,  since  it  has  been  shown  that 
although  mitotic  figures  often  are  seen  in  the 
cells  of  islet  cell  adenomas,  these  tumors  do 
not  necessarily  metastasize.®  The  series  was  com- 
posed of  54  females  and  41  males  with  the  peak 
incidence  occurring  in  the  fourth  to  sixth  decades 
of  life.  Only  one  patient  was  less  than  10  years 
of  age. 

Patients  with  functioning  islet  cell  tumors  most 
commonly  experience  their  symptoms  during 
periods  of  fasting  or  after  vigorous  physical  ex- 
ercise. Not  infrequently  symptoms  may  appear 
during  the  early  morning  hours.  The  patient  may 
awaken  in  a state  of  eonfusion  and  exhibit 
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bizarre  behavior  patterns.  Fifty-eight  of  our 
patients  reported  early  morning  symptoms  which 
could  be  definitely  associated  with  hypoglyce- 
mia. On  rare  occasions  a nocturnal  convulsive 
seizure  may  be  the  first  inkling  of  trouble.  After 
a careful  review  of  these  cases  from  the  neur- 
ologic viewpoint,  Mulder  and  Rushton'  con- 
cluded that  hyperinsulinism  is  a rare  cause  of 
true  epilepsy,  inasmuch  as  epileptic  seizures  were 
the  first  manifestations  of  hyperinsulinism  in 
only  three  of  91  cases  in  which  adequate  clinical 
information  was  available.  They  pointed  out  that 
the  cerebral  symptoms  of  hyperinsulinism,  which 
may  masquerade  as  epilepsy,  usually  can  be 
recognized  by  their  gradual  onset,  persistence 
for  hours,  and  variability  in  expression.  Never- 
theless, the  occurrence  of  periodic  and  bizarre 
cerebral  symptoms  in  any  patient  with  a con- 
vulsive disorder  should  arouse  the  physician’s 
suspicion  concerning  the  possible  presence  of 
unrecognized  hyperinsulinism. 

Although  the  values  for  overnight  fasting 
blood  sugar  in  patients  suspected  of  having 
hyperinsulinism  may  be  within  normal  range,  69 
per  cent  of  the  clinic  patients  had  values  that 
were  65  mg.  (per  100  ml.  of  blood)  or  less  by 
the  Folin  and  Wu  method.  The  intolerance  of 
patients  with  functioning  islet  cell  tumors  to 
prolonged  fasting  has  formed  the  basis  for  one 
of  the  most  reliable  diagnostic  procedures.  Pa- 
tients are  hospitalized  and  fasted,  if  necessary, 
up  to  72  hours.  They  are  kept  exceedingly  active 
during  waking  hours.  Production  of  a typical 
attack  with  proved  concomitant  hypoglycemia 
and  relief  of  signs  and  symptoms  with  the  ad- 
ministration of  glucose  then  fulfills  the  diagnostic 
criteria  outlined  by  Whipple.*  Analysis  of  the 
results  of  fasting  in  79  cases  revealed  that  a 
typical  attack  of  hypoglycemia  could  be  demon- 
strated in  74  per  cent  of  the  patients  within  24 
hours  after  induction  of  the  fast.  In  only  two 
patients  was  it  necessary  to  continue  the  fast 
longer  than  48  hours  ( table  1 ) . 


TABLE  1 

Duration  of  Fast  Necessary  to  Produce 
Hypoglycemic  Attack 

Duration  of 
fast  (hours) 

Number  of  12  13  24  More 

patients  or  to  to  than 


Condition  studied  less  24  48  48 

Adenoma  74  25  29  18  2 

Metastasizing 

carcinoma 5 1 4 0 0 

Total 79  26  33  18  2 
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Newer  provocative  diagnostic  procedures  have 
been  introduced  recently  in  the  form  of  the 
intravenous  injection  of  sodium  tolbutamide  as 
described  by  Fajans  and  co-workers^  and  the 
oral  administration  of  the  L-leucine  as  reported 
by  Schwartz  and  associates.®  The  intravenous 
tolbutamide  test  promises  to  be  a valuable 
adjunct  in  the  effort  to  establish  the  presence 
of  an  insuloma  in  a patient  with  spontaneous 
hypoglycemia.  Under  their  rigid  criteria,  Fajans 
and  co-workers®  reported  only  one  false-positive 
response  to  tolbutamide  given  intravenously  and 
stressed  that  the  persistence  of  the  induced  hy- 
poglycemia for  3 hours  or  more  is  of  more  diag- 
nostic importance  than  the  level  of  maximal 
depression  of  blood  sugar  concentration  per  se. 
We  have  observed  an  exacerbating  influence  of 
L-leucine  taken  orally  on  the  production  of 
significant  hypoglycemic  levels  in  four  patients 
subsequently  proved  to  have  functioning  islet 
cell  tumors.  However,  significant  lowering  of 
the  blood  sugar  after  the  administration  of  this 
amino  acid  does  not  develop  in  all  patients  with 
proved  insulomas,  nor  is  the  response  specific, 
since  similar  observations  have  been  made  in 
children  with  so-called  idiopathic  familial  hy- 
poglycemosis.’^ 

At  the  time  of  surgical  intervention,  if  a pan- 
creatic islet  cell  tumor  cannot  be  identified 
grossly  or  by  palpation  when  its  presence  is  sus- 
pected by  the  clinical  history  and  laboratory 
findings,  it  has  been  the  practice  at  the  clinic  to 
resect  the  tail  and  body  of  the  pancreas  over  to 
the  superior  mesenteric  vessels.  Some  surgeons 
have  advocated  resecticn  of  the  remaining  por- 
tion of  the  pancreas  at  this  time  if  the  path- 
ologist does  not  report  a tumor  in  the  resected 
tail  and  body  of  the  pancreas.  However,  under 
these  circumstances  it  is  our  practice  to  de- 
fer further  removal  of  pancreatic  tissue,  since 
not  infrequently  the  pathologist  may  locate  a 
small  tumor  only  after  a minute  detailed 
examination  of  the  surgical  specimen.  The  sur- 
geon found  the  tumor  during  the  first  oper- 
ation in  77  of  the  91  patients  and  at  the 
time  of  the  second  operation  in  five  patients. 
The  pathologist  was  able  to  identify  a tumor  in 
the  surgical  specimen  in  nine  cases  when  it 
could  not  be  identified  grossly  by  the  surgeon 
(table  2).  The  tumor  was  identified  at  necropsy 
in  only  four  cases.  Observations  of  the  site  of 

“Cases  of  multiple  endocrine  adenomas  including  functioning 
islet  tumors  observed  at  the  Mayo  Clinic  as  reported  by  Underdahl 
and  associates*  are  not  included  in  this  series. 
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TABLE  2 

Pathologic  Findings  and  Sex  Relationship  in  95  Patients 

Condition 

Metastasizing 


Time  of  discovery 

Adenoma 

carcinoma 

First  operation 

. . . . 68 

9* 

Biopsy  (first  operation)  . 

. . . . 9 

0 

Second  operation 

....  5f 

0 

Necropsy  

3 

1 

Total  

. . . . 85 

10 

Sex  of  patients 

Male  

. . . . 33 

8 

Female  

. . . . 52 

2 

“Metastasis  to  liver  found  in  one  case;  three  previous  opera- 
tions elsewhere  with  removal  of  grade-1  adenocarcinoma  of  the 
pancreas  at  initial  operation. 

t Adenoma  found  in  one  case  at  fourth  operation. 


origin  in  the  pancreas  revealed  that  the  tumors 
were  distributed  fairly  equally  in  the  head,  body 
and  tail  of  the  pancreas  with  4 per  cent  of  the 
patients  having  multiple  tumors  (table  3).  If, 
after  careful  sectioning,  the  pathologist  fails  to 
find  the  tumor  and  if  the  patient  continues  to 
have  symptoms,  re-exploration  is  advised.  Un- 
fortunately in  rare  instances  it  may  be  necessary 
to  perform  total  pancreatectomy  in  order  to 
remove  the  tumor  or  tumors.  Frequent  round- 
the-clock  feedings  in  combination  with  radia- 
tion therapy  or  oral  administration  of  gluco- 
steroids  or  both  may  be  helpful  in  alleviating 
hypoglycemic  symptoms  that  may  result  from 
functioning  metastatic  neoplastic  tissue.  In  these 
patients,  however,  the  ultimate  prognosis  is  in- 
variably poor. 

Increasing  interest  has  been  directed  within 
recent  years  toward  spontaneous  hypoglycemia 
associated  with  extrapancreatic  tumors.  More 
than  two  dozen  cases  of  large  spindle  cell 
tumors  associated  with  hypoglycemia  have  been 
documented. Nine  instances  of  adrenocortical 
carcinoma  and  one  of  benign  cortical  adenoma 
associated  with  severe  hypoglycemia  also  have 
been  reported.®  A review  of  the  clinical  and 
pathologic  findings  in  these  cases  reveals  several 
unusual  features.  In  most  all  cases,  the  tumors 
have  been  situated  either  in  the  retroperitoneal 
area  or,  less  frequently,  in  the  thorax.  In  only  one 
case  has  it  been  proved  that  the  pancreas  actual- 
ly may  have  been  the  site  of  origin  of  the  tumor. 
The  large  size  of  the  tumors  also  is  noteworthy 
with  the  largest  tumor  reported  to  weigh  4720 
gm.  and  the  smallest,  770  gm.,  including  the 
tumor  and  resected  kidney.  In  the  reported  cases 
the  pathologic  diagnoses  suggest  a certain  mor- 
phologic similarity  relating  them  to  origin  from 
fibrous  mesodermal  tissue.  Included  among  the 


TABLE  3 

Site  or  Origin  in  Pancreas  of  95  Islet  Cell  Tumors 


Metastasizing 

Site  of  Origin  Adenoma  carcinoma  Number  Per  Cent 

Head  23  1 24  25.3 

Body  24  1 25  26.3 

Tail  28  3 31  32.6 

Junction  of  body 

and  tail  6 2 8 8.4 

Multiple  sites  ....  4*  0 4 4.2 

Not  stated 0 3 3 3.2 

Total  85  10  95  100.0 


“Single  adenoma  removed  at  first  operation  and  multiple 
adenomas  removed  at  second  operation  in  one  case.  Multiple 
adenomas  found  at  necropsy  in  one  case. 


pathologic  diagnoses  have  been  fibroma,  fibro- 
sarcoma, spindle  cell  sarcoma  and  malignant 
mesothelioma. 

UMEROUS  theories  have  been  proposed  to 
explain  the  mechanism  whereby  these  tumors 
induce  hypoglycemia.  The  following  theories  are 
among  those  that  have  been  considered:  (1) 
production  by  the  tumor  of  insulin  or  insulin-like 
material,  (2)  production  by  the  tumor  of  a 
substance  capable  of  stimulating  the  pancreas 
to  produce  insulin,  (3)  increased  utilization  of 
carbohydrates  by  the  tumor  cells,  (4)  abnor- 
malities of  an  insulinase  system,  (5)  produc- 
tion by  the  tumor  of  a hypoglycemia-producing 
substance  which  is  not  insulin  and  does  not  in- 
hibit insulinase,  and  (6)  co-existing  impairment 
of  hepatic  function.”  Skillern  and  associates” 
were  among  the  first  to  interpret  this  group  of 
tumors  as  representing  spindle  islet  cell  car- 
cinomas masquerading  as  fibrogenic  tumors.  In 
neither  of  their  cases,  however,  was  a primary 
tumor  of  the  pancreas  identified.  August  and 
Hiatt”  were  able  to  demonstrate  an  insulin-like 
activity  equivalent  to  600  units  of  insulin  in 
an  extract  obtained  from  a fibrosarcoma  weigh- 
ing 1370  gm.  Whitney  and  Heller”  have  recently 
reported  an  increase  in  the  insulin-like  activity 
of  the  serum  in  a patient  with  a large  retro- 
peritoneal fibrosarcoma  who  was  experiencing 
severe  episodes  of  hypoglycemia.  After  surgical 
removal  of  the  tumor,  the  insulin-like  activity 
returned  to  normal  levels.  Karsh  and  associates” 
recently  documented  findings  in  a patient  with 
a typical  functioning  pancreatic  islet  cell  car- 
cinoma in  whom  the  metastatic  growth  had  a 
typical  spindle  cell  appearance.  It  is  obvious, 
therefore,  that  the  exact  mechanism  by  which 
these  tumors  produce  hypoglycemia  remains  to 
be  clarified.  It  is  conceivable  that  one  or  more 
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of  the  afore-mentioned  factors  may  be  respon- 
sible for  the  hypoglycemia.  If  surgical  removal 
of  the  large  tumors  is  technically  possible,  the 
patients  are  invariably  relieved  of  their  symp- 
toms of  hypoglycemia.  Where  all  of  the  malig- 
nant tissue  cannot  be  resected  or  when  metastasis 
develops,  radiation  therapy  may  be  e.xtremely 
helpful  in  alleviating  symptoms  of  hypoglyce- 
mia as  exemplified  in  the  following  case. 

Report  of  Cose 

A 40-year-old  white  man  was  seen  at  the  Mayo 
Clinic  in  August,  1955,  because  of  recurrent  at- 
tacks of  mental  confusion,  diplopia,  and  stagger- 
ing gait.  Not  infrequently  he  arose  in  the  morn- 
ing in  a state  of  confusion  and  with  slurring  of 
speech.  These  symptoms  were  relieved  by  eat- 
ing. One  morning  he  was  found  in  bed  in  deep 
coma  and  shortly  thereafter  he  experienced  gen- 
eralized convulsions.  In  the  hospital,  blood  sugar 
values  as  low  as  40  mg.  per  100  ml.  of  blood 
(Folin-Wu  method)  with  concomitant  symptoms 
were  observed.  At  the  time  of  exploration  no 
islet  cell  tumor  could  be  palpated  in  the  pan- 
creas or  identified  by  serial  studies  of  the  re- 
sected tail  and  body  of  the  pancreas.  A large 
tumor  was  identified  in  the  region  of  the  left 
kidney.  This,  together  with  the  kidney,  was 
removed.  The  excised  tumor,  which  was  com- 
posed of  spindle  cells  with  numerous  mitotic 
figures,  was  considered  to  be  a fibrosarcoma.  The 
patient  did  not  have  further  hypoglycemic  symp- 
toms after  operation  and  he  tolerated  a 72-hour 
fast  without  discomfort.  In  1956  he  underwent 
partial  gastrectomy  elsewhere  for  a bleeding 
gastric  ulcer.  No  obvious  recurrence  of  the 
tumor  was  detected  at  that  time.  In  the  summer 
of  1959,  symptoms  of  hypoglycemia  recurred. 
Again  values  for  fasting  blood  sugar  were  low 
and  concomitant  symptoms  could  be  demon- 
strated. Exploration  in  January,  1960,  revealed 
metastatic  fibrosarcoma  with  extensive  involve- 
ment of  the  right  lobe  of  the  liver.  Cobalt-60  was 
administered  to  the  right  lobe  of  the  liver.  The 
patient  continued  to  farm.  Mild  hypoglycemic 
symptoms  were  noted  only  if  he  missed  his  meals 
or  late  bedtime  feeding  until  the  summer  of  1963 
when  severe  hypoglycemic  symptoms  again  de- 
veloped despite  frequent  feedings.  He  received 
additional  Co®“  therapy  and  chemotherapy  with 
moderate  amelioration  of  symptoms. 

Comment 

In  the  differential  diagnosis  of  spontaneous 
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hypoglycemia,  the  possibility  of  functional  hypo- 
glycemia must  always  be  considered.  In  patients 
with  this  syndrome,  attacks  of  weakness,  hunger, 
trembling,  sweating,  and  rapid  pidse  2 to  4 
hours  after  meals  usually  develop.  The  symptoms 
generally  subside  spontaneously  in  15  to  20 
minutes.  Attacks  do  not  occur  in  the  early  morn- 
ing hours  or  before  breakfast  and  symptoms 
cannot  be  provoked  by  the  omission  of  break- 
fast. Loss  of  consciousness  or  convulsions  due 
to  hypoglycemia  rarely,  if  ever,  have  been  ob- 
served in  patients  with  functional  hypoglyce- 
mia. Clinically,  the  symptoms  in  these  patients 
are  not  progressive  in  nature,  and  the  frequency 
of  the  attacks  often  seems  to  be  related  to  the 
degree  of  associated  emotional  stress  and  anxiety 
present  in  many  of  these  individuals.  Conn  and 
Seltzer^®  are  of  the  opinion  tliat  the  hypergly- 
cemia observed  in  these  patients  is  due  to  a 
hyperresponse  of  the  pancreatic  islet  cells  after 
the  intake  of  large  amounts  of  glucose.  The  abil- 
ity of  patients  with  functional  hypoglycemia  to 
tolerate  the  72-hour  fast  is  usually  within  normal 
limits.  Recent  studies^  have  not  reveak.-d  a sig- 
nificant difference  in  the  hypoglycemic  response 
to  intravenous  administration  of  tolbutamide  in 
patients  with  functional  hypoglycemia  and  that 
in  normal  subjects.  These  findings  suggest  that 
in  borderline  clinical  cases  the  differentiation 
between  functional  hypoglycemia  and  function- 
ing insulomas  may  be  resolved  by  using  the  in- 
travenous tolbutamide  test  as  a screening  pro- 
cedure before  resorting  to  a 72-hour  fast.  The 
distressing  symptoms  experienced  by  these  pa- 
tients may  be  prevented  by  a program  of  fre- 
quent feedings  and  a diet  high  in  proteins  and 
low  in  carbohydrates  with  adequate  fat  to  main- 
tain caloric  requirements. 

Spontaneous  hypoglycemia  also  may  occur  in 
patients  with  hypofunction  of  the  pituitary  gland 
and  primary  adrenal  insufficiency  as  well  as  in 
patients  with  advanced  hepatic  disease.  In  most 
circumstances  the  history  as  well  as  clinical 
and  laboratory  findings  should  enable  the  phy- 
sician to  make  a definitive  diagnosis  of  the  under- 
lying disease  process  that  is  responsible  for  the 
hypoglycemia.  In  patients  with  pituitary  or 
adrenal  cortical  insufficiency,  an  adequate  hor- 
monal replacement  program  should  prevent  re- 
currence of  hypoglycemia. 

Functioning  islet  cell  tumors  may  cause  In  po- 
glycemia  in  infants  but  this  infrequently  occurs. 
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Other  conditions  such  as  glycogen  storage  dis- 
ease, galactosemia,  and  idiopathic  hypoglyce- 
mosis  must  be  included  in  the  differential  diag- 
nosis of  spontaneous  hypoglycemia  in  infants. 
Preliminary  observations®  indicate  that  children 
with  idiopathic  hypoglycemosis  tend  to  have  a 
normal  response  to  tolbutamide  given  intraven- 
ously. These  observations  have  been  extended  to 
include  patients  with  leucine-sensitive  idiopathic 
hypoglycemosis. 

Last,  but  not  least,  in  any  patient  with  spon- 
taneous hypoglycemia  one  must  always  con- 
sider the  possibility  of  malingering  due  to  the 
surreptitious  use  of  insulin.  Our  experience  with 
these  cases  emphasizes  that  in  any  patient  sus- 
pected of  having  hypoglycemia  who  has  a back- 
ground of  emotional  instability,  has  been  as- 
sociated with  the  nursing  profession,  or  has  been 
responsible  for  the  care  of  patients  with  diabetes 
mellitus,  it  is  important  to  defer  surgical  ex- 
ploration until  the  possibility  of  surreptitious 


use  of  insulin  has  been  excluded.  In  some  cases 
unusual  hiding  places  have  been  discovered, 
such  as  the  space  between  the  inner  and  outer 
walls  of  a thermos  bottle,  the  toilet  reservoir, 
mattress  covers,  pillow  cases,  light  receptacles 
and  window  ledges.  Many  of  these  patients  also 
have  had  multiple  abdominal  operations  and 
surgeons  have  searched  in  vain  for  a functioning 
islet  cell  tumor. 

Spontaneous  hypoglycemia  poses  an  interest- 
ing challenge  to  the  diagnostic  acumen  of  the 
consulting  physician,  since  not  infrequently  the 
diagnosis  may  be  masked  by  the  unusual  symp- 
tom complex  presented  by  the  patient.  The  bi- 
zarre cerebral  signs  and  symptoms,  and  the  vari- 
ability in  the  clinical  manifestations  which  may 
be  associated  with  hypoglycemia  may  obscure 
the  definitive  diagnosis  for  months  and  even 
years.  A careful  clinical  history  and  high  index 
of  suspicion  are  of  the  utmost  importance  in 
arriving  at  a correct  diagnosis. 
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W.  B.  SAUNDERS  COMPANY  features  the  following  new  books  and  new 
editions  in  their  full  page  advertisement  appearing  elsewhere  in  this  issue: 

AVERY  - THE  LUNG  AND  ITS  DISORDERS  IN  NEWBORN  INFANTS. 
New!  — The  first  of  a projeeted  series  of  monographs  on  individual  topics  in 
Pediatrics.  Covers  all  aspects  of  each  subject. 

CECIL-CONN  - THE  SPECIALTIES  IN  GENERAL  PRACTICE.  New 
(3rd)  Edition!  — The  general  practitioner’s  guide  to  those  special  conditions  he 
can  handle  himself. 

STODDARD  - CASE  STUDIES  IN  OBSTETRICS  AND  GYNECOLOGY. 
New!  — Sixty  case  problems  give  you  a wealth  of  medical  information.  A 
veritable  treasure-trove  of  practical,  clinical  advice. 
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Umbilical  Hernia 


by 


Hugh  B.  Lynn,  M.D. 


The  author  presents  a twenty-five  year  review  of  umbilical  hernia  in 
i|  children  of  less  than  six  years  of  age  at  the  Mayo  Clinic. 


OVER  THE  years  I have  had  a very  warm  and 
kindly  feeling  toward  this  simple  congenital 
defect.  As  an  intern  on  the  surgical  service,  I did 
my  first  independent  suturing  on  an  umbilical 
hernia.  As  a brand  new  medical  officer  I was 
permitted  to  treat  surgically  a tiny  umbilical 
hernia  with  incarcerated  omentum.  Much  later 
as  a junior  house  officer  in  pediatric  surgery,  an 
umbilical  herniorrhaphy  was  my  second  solo 
procedure. 

As  I advanced  to  chief  resident  and  subse- 
quently to  chief  of  surgery  in  a children’s  hos- 
ital  I became  accustomed  to  view  umbilical 
hernias  with  increasing  fondness.  These  were 
the  choice  morsels  for  surgical  training  which 
could  be  given  to  my  junior  house  staff  to  en- 
courage and  reward  them  without  incurring  the 
poorly  concealed  wrath  and  resentment  of  the 
more  senior  residents.  In  addition,  running  a 
pediatric  surgical  clinic  in  a university  training 
program  led  me  to  embrace  umbilical  defects 
for  yet  another  reason.  An  umbilical  hernia  is 
an  obvious,  though  usually  asymptomatic,  de- 
fect which  commonly  leads  either  to  indirect  or 
more  often  to  direct  surgical  consultation.  This 
presented  an  opportunity  to  examine  an  infant 
or  small  child  not  just  for  the  umbilical  defect 
but  for  a multitude  of  additional  conditions 
amenable  to  surgical  treatment.  No  umbilical 
hernia  ever  passed  through  my  service  without 
a preoperative  search  for  phimosis,  inguinal 
hernias,  undescended  testes,  pilonidal  sinus,  thy- 
roglossal-duct  cysts  and  branchial-cleft  sinuses 

Presented  at  the  Arizona  Pediatric  Society,  in  conjunction  with 
the  73nd  Annual  Meeting  of  The  Arizona  Medical  Association, 
Inc.,  May  3,  1963. 

Pediatric  Surgeon,  Mayo  Clinic. 


of  the  neck  or  preauricular  area.  This  is  just  a 
partial  list  of  lesions  that  we  enjoyed  coupling 
with  our  umbilical  surgery. 

Out  of  fairness  to  myself,  to  my  own  previous 
training,  and  to  my  own  training  program,  we 
usually  urged  delaying  operation  on  isolated 
Limbical  hernias  until  after  the  boys  attained  18 
months  of  age  and  the  girls  reached  1 year  of 
age.  This  reasoning  was  based  on  the  fact  that 
boys  appear  to  develop  greater  abdominal-wall 
musculature  as  they  grow  and  ambulate  and  that 
girls  may  anticipate  recurrent  bouts  of  ab- 
dominal-wall relaxation  under  the  multiple  in- 
fluences of  pregnancy. 

In  addition,  I have  always  been,  and  still  am,  a 
firm  advocate  of  the  taping  of  umbilical  pro- 
tuberances during  the  first  3 months  of  life.  I 
believe  that  the  use  of  any  form  of  stretchable 
elastic  tape  which  is  applied  with  the  skin  folded 
so  as  to  reduce  the  hernia  is  worth  trying.  The 
use  of  trusses,  coins,  overcoat  buttons,  and  so 
forth  has  never  appealed  to  me.  Aside  from  skin 
excoriation  when  the  taping  was  improperly 
done  either  through  poor  choice  of  material  or 
failure  to  change  the  tape  regularly,  I have  seen 
only  one  bad  complication.  Several  years  ago  a 
mother  called  me  about  a 5-month-old  child  I 
had  never  seen,  much  less  treated.  Her  story  wtis 
that  the  infant  was  passing  urine  from  his  navel. 
I immediately  diagnosed  a patent  allantoic  stalk 
or  urachus,  but  fortunately  circumstances  were 
such  that  she  was  able  to  bring  the  patient  right 
to  the  clinic.  Inspection  of  the  abdomen  showed 
some  tired  and  soiled  adhesive  tape  running 
three  (juarters  of  the  way  around  the  abdomen 
with  a firm  disk  (50-cerit  piece)  incorporated 
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TABLE  1 

Distribution  of  Patients  According  to  Age  at  Onset  of 
Umbilical  Hernia:  Patients  With  Onset  in 
First  Year  of  Life 


Age  at  onset, 
months 

Male 

Female 

Total 

Per  cent 
of  4.31 

0-  1 

43 

40 

83 

19.3 

1-  2 

79 

71 

1.50 

.34.7 

2-  3 

48 

36 

84 

19.4 

3-  4 

22 

14 

36 

8.4 

4-  5 

7 

2 

9 

2.1 

5-  6 

5 

6 

11 

2.6 

6-  7 

8 

5 

13 

3.0 

7-  8 

3 

5 

8 

1.9 

1 

00 

9 

4 

13 

3.0 

9-10 

5 

5 

10 

2.3 

10-11 

2 

6 

8 

1.9 

11-12 

2 

4 

6 

1.4 

Total 

233 

198 

431 

100.0 

in  the  area  over  the  umbilicus,  and  clear  fluid 
oozing  from  under  the  tape.  The  dressing  was 
subsequently  removed  in  the  operating  room 
under  anesthetic  relaxation,  and  there  lay  a 
large  umbilical  hernia  with  an  area  of  necrotic 
erosion  with  perforation.  Fortunately  the  out- 
come was  completely  satisfactory. 

In  spite  of  this  complication  and  the  many 
unsatisfactory  experiences  with  ordinary  ad- 
hesive tape,  to  say  nothing  of  my  complete  lack 
of  confidence  in  this  as  a therapeutic  procedure, 
I continue  to  demonstrate  and  instruct  parents 
in  this  gymnastic  maneuver  which  requires  the 
cooperation  of  both  parents  to  a degree  which 
no  other  phase  of  their  child’s  care  demands.  In 
the  event  that  the  hernia  disappears  I am 
rewarded  with  the  knowledge  that  the  parents 
know  I have  done  what  was  wise,  safe,  and  un- 
selfish for  their  baby.  If  the  hernia  persists,  I 
am  now  dealing  with  parents  willing  to  resort 
to  “the  knife,”  confident  that  all  else  has  failed 
though  possibly  secretly  feeling  guilty  that  they 
had  done  the  taping  only  occasionally  but  con- 
fident that  it  was  irritating  to  the  baby’s  skin 
as  well  as  to  themselves. 

T THIS  point  in  my  career,  I changed  my 
geographic  location  and  my  full-time  medical 
school  appointment  for  a position  in  a large 
clinic  affiliated  with  a graduate  school.  Many 
aspects  of  surgery  changed,  including  the  type 
of  surgical  patients  presenting  for  care.  The 
umbilical  hernias  were  victims  of  this  transition. 
Inquiry  brought  to  light  the  fact  that  my  col- 
leagues in  the  pediatric  section  rarely  consulted 
a surgeon  about  an  umbilical  defect. 

After  much  wistful  thought  and  deliberation  I 


enlisted  the  volunteer  services  of  one  of  my 
junior  house  officers  in  an  attempt  to  learn  the 
fate  of  these  unoperated  umbilical  defects. 
Through  the  facilities  of  our  section  of  biometry 
and  medical  statistics  we  were  able  to  review 
the  records  of  all  patients  less  than  6 years  of 
age  seen  in  the  pediatric  section  during  a 25-year 
period  (1930  through  1954)  on  whom  a diag- 
nosis of  umbilical  hernia  had  been  made.  The 
decision  to  limit  the  study  to  patients  less  than 
6 years  old  was  arrived  at  by  doing  a small 
pilot  study  on  all  pediatric  patients  up  to  age  17 
years  seen  in  our  clinic  during  the  3-year  period 
1950  through  1952.  In  the  pilot  study,  only  nine 
patients  were  found  in  the  age  group  6 to  17 
years  with  an  initial  diagnosis  of  umbilical 
hernia.  All  were  less  than  10  years  of  age  and 
in  only  one  of  the  nine  had  the  hernia  not 
been  definitely  present  since  the  first  year  of 
life. 

The  number  of  cases  of  umbilical  hernia  for 
the  25-year  period  totaled  514.  Twenty-six  of 
these  patients  underwent  surgical  treatment  of 
their  umbilical  hernias  at  our  institution  for 
various  reasons.  This  left  488  patients  with  un- 
operated umbilical  hernias  to  be  studied.  As  a 
result  of  persistent  efforts,  reports  were  obtained 
from  417  patients  (216  males  and  201  females) 
giving  us  adequate  answers  to  our  lengthy  ques- 
tionnaire. Actually  only  44  patients  could  not 
be  traced  and  an  additional  seven  had  died. 
Also,  20  refused  to  answer  our  questionnaires 
for  various  reasons,  and  in  all  probability  some 
of  these  were  operated  on  elsewhere. 

The  conclusions  drawn  from  this  study  are 
based  therefore  on  an  86  per  cent  follow-up 
of  all  patients  originally  seen  during  the  25-year 
period.  The  follow-up  periods  ranged  from  6 
to  31  years.  The  patients  were  divided  into  two 
groups:  group  I consisting  of  153  patients  now 

TABLE  2 

Distribution  of  Patients  According  to  Age  at  Onset  of 
Umbilical  Hernia:  Patients  With  Onset  in 


Age  at  onset, 

First  5 Years  of  Life* 

Per  cent 

years 

Male 

Female 

Total 

of  505 

0-1 

233 

198 

431 

85.2 

1-2 

19 

26 

45 

8.9 

2-3 

8 

4 

12 

2.5 

3-4 

5 

3 

8 

1.6 

4-5 

1 

0 

1 

0.2 

5-6 

2 

6 

8 

1.6 

Total 

268 

2.37 

505 

100.0 

“Not  included 

are  nine  additional 

cases  of  hernia  found  in 

children  6 years 

old  and 

older  in  the 

19.50  to  1952 

pilot  study. 
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TABLE  3 

Results  of  Nonsurgical  Treatment  of  Umbilical  Hernia  in  Children 


Total 

Treated  patients 

Patients 

with  recurrence  or  persistence 

Group 

Sex 

patients 

Number 

Per  cent 

Treated 

Per  cent 

Untreated 

Per  cent 

I (now  17-31 

Male 

82 

51 

62.2 

1 

2.0 

0 

0.0 

v’ears  old) 

Female 

71 

50 

70.4 

3*^ 

6.0 

1 

2.0 

II  (now  6-17 

Male 

134 

69 

51.5 

3f 

4.3 

3 

4.3 

years  old) 

Female 

130 

61 

46.9 

0 

0.0 

2 

3.3 

Totals 

417 

231 

.55.4 

7 

3.0 

6 

2.6 

“Includes  one  patient  with  hernia  of  3 years’  duration  operated  on  elsewhere, 
f Includes  one  patient  with  hernia  of  5 years’  duration  operated  on  elsewhere. 


17  to  31  years  old,  and  group  II  consisting  of 
264  patients  now  6 to  17  years.  While  our  largely 
referral-type  practice  might  argue  against  our 
observing  an  incidence  of  umbilical  hernia 
typical  of  private  practice,  the  incidence  of  1.5 
per  cent  in  our  pediatric  clinic  is  very  close  to 
that  in  other  series  and  is  constant  throughout 
this  series  on  a year-to-year  basis. 

The  age  and  se.x  distribution  of  these  patients 
can  be  seen  in  table  1 for  the  first  year  of  life 
and  in  table  2 for  the  entire  series  excluding 
the  nine  patients  more  than  5 years  of  age  en- 
countered in  the  pilot  study.  These  statistics 
show  only  a slight  preponderance  of  males  over 
females  in  the  patients  less  than  6 years  of  age 
at  time  of  onset  of  hernia. 

OF  FURTHER  interest  was  the  incidence  of 
patients  for  whom  some  form  of  taping  was 
either  advocated  or  employed.  Of  the  entire 
series  of  417  patients  followed,  231  or  55.4  per 
cent  were  subjected  to  some  nonoperative 
therapy.  Of  13  patients  showing  persistence  or 
recurrence,  seven **  had  been  treated  and  six  had 
never  had  the  benefit  of  such  care  (table  3). 
The  11  persisting  defects  are  all  asymptomatic 
and  the  patients  are  satisfied  not  to  have  an 
operation. 

Prematurity  is  usually  regarded  as  a predis- 
posing cause  of  umbilical  hernia  but  this  was 
not  confirmed  by  our  study.  Of  230  patients 
with  accurate  birth  weights,  only  eight  (3.5  per 
cent)  weighed  less  than  5/2  pounds  at  birth.  On 

TABLE  4 

Nine  Patients  With  Umbilical  Hernia  Operated  on 


by  Author  Erom  January,  1961,  to  May,  1963 


Age,  mo. 

Male 

Female 

Total 

2 

2* 

It 

3 

5 

1 

0 

1 

12 

1 

1 

2 

20 

1 

0 

1 

24 

1 

1 

2 

Total 

6 

3 

9 

“One  also  had  repair  of  bilateral  inguinal  hernias. 
fOne  also  had  liver  biopsy  and  operative  cholangiograirhy  for 
biliary  atresia. 


“Two  patients  underwent  operation  elsewhere  after  3 and  5 
years’  duration  of  hernia. 


the  other  hand,  31  patients  ( 13.5  per  cent ) 
weighed  more  than  8/2  pounds. 

Heredity  is  often  looked  upon  as  predis- 
posing factor  in  umbilical  defect.  In  this  series, 
38  of  417  patients  (9.1  per  cent)  had  a positive 
family  history.  Of  the  103  married  patients  with 
children  of  their  own,  10  reported  the  presence 
of  umbilical  hernias  in  their  offspring,  an  in- 
cidence of  9.7  per  cent. 

Since  the  start  of  my  present  service  28  months 
ago,  nine  patients  have  been  subjected  to  um- 
bilical herniorrhaphy  (table  4).  This  represents 
about  three  or  four  cases  per  year  and  approxi- 
mately one  operation  per  35  patients  with  some 
degree  of  umbilical  herniation  seen  at  our  clinic 
at  the  present  time. 

Conclusions 

Probably  no  firm  or  binding  conclusions  can 
be  drawn  from  such  a study  as  this,  because 
of  the  infinite  number  of  variables.  However, 
it  would  seem  that  umbilical  hernias,  usually 
asymptomatic,  almost  always  appear  within  the 
first  year  of  life  and  very  rarely  appear  for  the 
first  time  after  5 years  of  age.  The  natural  ten- 
dency is  to  gradual  obliteration  and  in  almost 
all  cases  the  defect  disappears  by  10  years  of 
age. 

Taping  of  such  defects  continues  to  be  a part 
of  the  art  of  the  practice  of  medicine.  While 
there  is  no  statistical  evidence  that  this  therapy 
in  any  way  influences  the  disappearance  of  the 
hernia,  it  seems  to  be  a logical  form  of  care  since 
much  may  be  gained  and  very  little  lost  by  the 
judicious  use  of  elastic  taping  during  the  early 
weeks  of  life. 

Although  operation  is  rarely  reipiired  for  ac- 
tual physical  symptoms,  the  anxiety  of  parents 
over  imagined  hazards  and  the  cosmetic  ap- 
pearance in  the  young  child  may  be  as  important 
as  the  physical  symptoms.  Certainly  these  fac- 
tors must  be  weighed  e\ery  bit  as  carefully  as 
the  natural  history  of  gradual  obliteration  of  this 
defect  as  brought  out  by  this  study. 
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Incidence  Of  Side  Effects  With 
Kynex  Sulfamethoxypyridazine 

by 


Dr.  Frazier 


Donald  B.  Frazier,  M.D. 


Sulfamethoxypyridazine  is  a sulfonamide  capable  of  producing  thera- 
peutic blood  levels  on  low  dosage  schedules.  In  a study  of  244  hospitalized 
patients  receiving  this  drug,  3.2  per  cent  exhibited  side  effects.  Rash, 
fever,  nausea  and  headache  were  the  most  frequently  observed.  No  serious 
drug  toxicity  was  noted  in  this  study. 


RYNEX  Sulfamethoxypyridazine  is  a long  aet- 
ting  sulfonamide*.  It  is  capable  of  producing 
and  maintaining  therapeutic  plasma  levels  on 
low  dosage  schedules. 

This  drug  has  been  used  for  several  years 
at  the  San  Diego  County  General  Hospital  be- 
cause of  satisfactory  results,  ease  of  administra- 
tion (one  tablet  daily)  and  cost  comparable 
to  other  sulfonamide  preparations.  This  is  a 
report  of  a clinical  study  carried  out  to  deter- 
mine the  incidence  of  side  effects  attributable 
to  Kynex. 

Method 

The  patients  studied  were  those  hospitalized 
on  the  Male  Urology  Service  during  the  year 
1960.  This  group  was  selected  because  a high 
percentage  of  patients  admitted  to  this  Service 
required  sulfonamide  therapy  and  close  obser- 
vation by  the  nursing  staff  was  possible. 

1150  North  Country  Club  Drive,  Mesa,  Arizona. 


The  nurses  were  informed  in  writing  which  of 
the  side  effects  known  to  occur  with  sulfonamide 
therapy  might  be  observed  by  them.  Ward 
rounds  were  made  twice  daily  by  the  Resident 
Staff.  Routine  blood  counts  were  obtained  on 
all  patients. 

The  patients  selected  for  Kynex  therapy  were 
given  the  recommended  dose  of  500  mgm.  daily. 
244  patients  were  studied  and  the  duration  of 
therapy  ranged  from  1 to  42  days  for  a total  of 
2,132  patient-days  of  Kynex  therapy.  The  average 
length  of  treatment  was  9 days. 

Results 

Seven,  or  3.2%  of  the  244  patients  treated,  ex- 
hibited side  effects.  Five  of  these  were  erythema- 
tous morbilliform  rashes,  1 was  drug  fever  ( 101°), 
and  1 was  nausea.  Onset  of  the  side  effect  oc- 
curred within  24  hours  after  the  start  of  Kynex 
in  3 patients  and  in  from  3 to  11  days  after  the 
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start  of  Kynex  in  the  others.  The  average  dura- 
tion of  therapy  before  the  onset  of  side  effects 
was  2.3  days. 

One  patient  who  developed  a rash  after  3 
days  of  Kynex  was  started  on  the  drug  again 
a week  later  and  took  it  35  days  without  side 
effects. 

All  rashes  cleared  promptly  on  discontinuance 
of  the  drug  and  administration  of  an  antihista- 
mine preparation.  Steroid  therapy  was  not  found 
to  be  necessary.  The  drug  fever  and  nausea  were 
gone  the  day  after  Kynex  was  stopped.  No  side 
effects  of  serious  nature  were  observed. 

Discussion 

Side  effects  generally  observed  due  to  the  ad- 
ministration of  sulfonamide  preparations  are 
rash,  fever,  nausea,  headache,  leukopenia,  hema- 
turia and  anaphylaxis.  Those  most  commonly 
seen  are  rash,  fever,  nausea  and  headache. 

No  anaphylaxis  was  observed  in  the  group 
studied  at  the  San  Diego  County  General  Hos- 
pital. Routine  blood  counts  failed  to  disclose 
any  case  of  leukopenia  during  the  study.  The 
presence  or  absence  of  hematuria  could  not  be 
evaluated  since  many  of  the  patients  studied 
also  had  urological  instrumentation  and  surgery. 

Summary 

A study  to  determine  the  incidence  of  side 
effects  due  to  Kynex  Sulfamethoxypyridazine  has 
been  carried  out  at  the  San  Diego  County  Gen- 
eral Hospital.  Of  the  244  patients  placed  on 
Kynex,  7 or  3.2%  developed  side  effects,  none 
of  which  was  of  serious  nature.  This  compares 
favorably  with  the  incidence  of  side  effects  due 
to  other  sulfonamides.'*'®'® 
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MORE  HELP  FOR 
THE  STRICKEN  HEART 


In  long-term 
treatment 
of  your  patlentsr 
with  coronary 
insufficiency. 


■ PETN  (pentaerythritol  tetranitrate)  to  in- 
crease oxygen  supply 

■ plus  meprobamate  to  decrease  anxiety  and 
tension 


Unlike  phenobarbital,  meprobamate  is  not 
cumulative  and  does  not  cause  depression. 


Side  effects:  Pentaerythritol  tetranitrate 
may  infrequently  cause  nausea  and  mild 
headache,  usually  transient.  Slight  drowsi- 
ness may  occur  with  meprobamate  and, 
rarely,  allergic  reactions.  Precautions:  Me- 
probamate may  increase  effects  of  excessive 
alcohol.  Consider  possibility  of  depend- 
ence, particularly  in  patients  with  history 
of  drug  or  alcohol  addiction.  Contraindica- 
tions: Like  all  nitrate-containing  drugs, 
‘Miltrate’  should  be  given  with  caution  in 
glaucoma.  Complete  product  information 
available  in  the  product  package,  and  to 
physicians  upon  request.  Dosage:  1 to  2 
tablets,  before  meals  and  at  bedtime.  Indi- 
vidualization required.  Supplied:  Bottles 
of  50  tablets. 

CML-1055 


MILTRATE* 

meprobamate  200  mg.  -f  pentaerythritol  tetranitrate  10  mg. 

^l^yi^WALLACE  LABORATORIES /CioMfcwo',  N.J. 


Visit  our  Booth  No.  22 
at  the  Annual  Meeting 
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The  discharged 
mental  patient . . . 
and  Thorazine^’ 

brand  of  cld  or  promazine 


“The  average  practitioner  is  quite  capable  of  handling  the  vast  majority  of  ex-institu- 
tionalized patients  by  regulation  of  medication,  reassurance,  maiiipulation  of  the  en- 
vironment where  necessary,  and  . . . other  technics.”  KUne,  n.s.:  Postgrad.  Med.  27:620  (May)  loeo. 


The  family  physician  must  often  assume  respon- 
sibility for  the  discharged  mental  patient.  Thora- 
zine (chlorpromazine,  sk&f)  can  be  a valuable 
adjunct  to  the  continuing  care  of  this  patient, 
because  it  helps  prevent  relapses  by  insulating 
him  from  the  impact  of  stressful  experiences. 
For  successful  rehabilitation  and  prevention  of 
rehospitalization,  however,  the  former  mental 
patient— and  often  his  family— also  needs  the 
guidance  and  counsel  of  his  physician. 

Many  physicians  are  surprised  by  the  high  doses 
of  Thorazine  (chlorpromazine,  sk&f)  used  in  pa- 
tients released  to  their  care  from  mental  hospitals. 
This  surprise  may  be  expressed  by  a drastic  re- 
duction in  dosage  “to  play  it  safe”— with  serious 
consequences  for  the  patient. 

The  successful  maintenance  of  former  mental  pa- 
tients requires  adequate,  often  “high”  dosage,  and 
often  for  prolonged  periods  of  time.  Fortunately, 
these  dosages  do  not  mean  greater  risks  for  the 


patient.  On  the  contrary,  there  is  much  less  risk 
of  serious  side  effects  once  a patient  has  become 
gradually  accustomed  to  Thorazine  (chlorproma- 
zine, sk&f)— regardless  of  dosage— over  a period  of 
a few  months.  Continuing  therapy  is  almost 
always  well  tolerated,  and  is  essential  to  most 
patients’  continued  well-being. 

Brief  Summary:  Thorazine  (chlorpromazine,  sk&f)  has  been 
successfully  used  for  10  years  in  the  treatment  of  mental  and 
emotional  disturbances,  and  has  proven  highly  effective  in 
the  maintenance  therapy  of  former  hospitalized  mental  pa- 
tients. Principal  side  effects:  The  most  frequently  encountered 
side  effect  is  transitory  drowsiness.  Other  occasional  side 
effects  include:  dry  mouth,  nasal  congestion,  constipation, 
miosis,  dermatological  reactions,  photosensitivity,  jaundice, 
hypotension,  increased  appetite  and  weight;  very  rarely, 
mydriasis,  agranulocytosis,  extrapyramidal  symptoms. 
Contraindications:  Comatose  states  or  in  the  presence  of 
excessive  amounts  of  C.N.S.  depressants. 

For  complete  prescribing  information,  please  see  PDR  or 
available  literature. 

Smith  Kline  & French  Laboratories 


258 


Arizona  Medicine 


Another  year  of 

state  activity  is 
about  ended  and  I 
want  to  thank  all  of 
the  doctors  of  the 
State  Medical  Society 
for  their  cooperation 
and  help  for  a most 
successful  year.  You 
represent  the  compo- 
nent medical  societies 
with  their  active 
county  organizations. 
Our  state  organiza- 
tion with  its  House  of 
Delegates,  Board  of  Directors,  the  State  Of- 
ficers, and  committee  chairmen  and  committee 
members  are  part  of  this  active  complex.  Our 
dedicated  and  loyal  staff  in  our  Central  Office 
with  our  Legal  Counsel  certainly  act  as  a cata- 
lyst in  our  nerve  center  at  Scottsdale  and  have 
our  grateful  thanks  for  helping  to  keep  the 
show  on  the  road. 

At  the  time  of  our  organizational  meeting 
with  the  appointment  of  committees  and  chair- 
men to  pilot  their  course,  momentum  began  to 
develop  for  the  year.  Our  Scientific  Assembly 
Committee  barely  had  time  to  point  its  thinking 
toward  Chandler.  We  were  suddenly  confronted 
with  several  important  problems. 

The  highlights  for  the  year,  around  which  a 
great  deal  of  thought,  effort  and  downright  work 
was  expended,  were  first,  the  Operation  Home- 
town Program  and  second,  our  Legislative  Pro- 
gram. 

Certainly  the  doctors  and  their  wives  of  Ari- 
zona should  be,  and  justifiably  so,  complimented 
on  their  fine  work  throughout  the  state  for  Op- 
eration Hometown.  Every  effort  was  made  to 
create  a climate  opposed  to  HR  3920,  the  new 
King-Anderson  Bill,  so  that  our  citizens  would 
let  their  Congressmen  know  that  all  of  the  peo- 
ple in  Arizona  were  opposed  to  this  federal  legis- 
lation for  Social  Security  financed  medical  care 
for  the  aged.  Likewise,  we  want  Congress  to 
know  that  they  are  opposed  to  any  of  these  fed- 
erally sponsored  medical  health  proposals. 

Another  highlight  was  the  Legislative  Pro- 
gram. Much  planning  with  the  Legislative  Com- 
mittee spearheading  the  efforts  of  our  Board 
of  Directors,  the  Central  Office,  our  Counsel 
and  many  of  our  doctors  and  their  wives  was 
involved  in  a statewide  cooperative  effort.  We 
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had  at  stake  a new  Medical  Practice  Act,  an 
amendment  to  the  Basic  Science  Law,  and  a 
Kerr-Mills  Implementation  Bill.  At  the  time  of 
writing,  the  first  two  bills  had  cleared  the  Legis- 
lature and  been  signed  by  the  governor.  The 
fate  of  the  very  important  Kerr-Mills  Implemen- 
tation Bill  is  unknown  at  this  time.  The  most 
encouraging  single  thing  about  this  effort  has 
been  the  genuine,  wholehearted  support  of  so 
many  doctors  and  their  wives  throughout  the 
state  who  will  be  responsible  for  whatever  suc- 
cess we  may  have. 

ERTAINLY  we  rejoice  with  the  progress  be> 
ing  made  to  develop  a College  of  Medicine 
at  the  University  of  Arizona.  The  new  Dean, 
Dr.  Merlin  K.  DuVal,  Jr.,  has  met  many  of  the 
doctors  in  the  state  and  will  be  on  the  program 
at  the  annual  meeting.  His  scientific  stature  is 
well  known  and  he  is  exhibiting  a fine  example 
of  leadership  during  this  period  of  development. 
Opportunity  is  provided  for  doctors  throughout 
the  state  to  actively  participate  in  this  period 
of  development  through  F.A.M.E.  (The  Found- 
ers for  Arizona  Medical  Education).  This  refer- 
ence to  the  medical  school  brings  up  the  subject 
of  loans  to  students,  which  has  been  sponsored 
by  your  State  Medical  Society. 

The  American  Medical  Association  Education 
and  Research  Foundation  (AMAERF)  also  is 
active  in  a 5-point  program  which  includes  loans 
to  students  and  monies  for  unrestricted  use  for 
medical  schools  through  funds  from  doctors  and 
private  sources.  Possibly  we  should  re-examine 
our  stand  on  this  problem  with  definite  thinking 
toward  our  own  medical  school. 

Many  other  facets  in  our  overall  picture  de- 
mand our  attention  and  we  must  give  them 
consideration.  We  need  and  must  have  a strong 
AMA  and  a strong  ArMA.  They  are  our  first 
line  of  defense  at  the  national  and  state  levels. 
The  basis  of  keeping  these  healthy,  is  a strong, 
vigorous  county  society.  That  is  the  job  for 
every  one  of  us. 

Our  doctors  need  to  be  dedicated  individuals 
who  take  care  of  the  sick  with  a personal  touch, 
and  counsel  with  the  family.  They  need  to  be 
active  as  leaders  in  their  communities  and  join 
with  the  clergy  in  the  total  care  of  the  patient. 

During  the  year  I have  had  no  time  to  dis- 
cuss the  subject  of  the  health  team,  the  doc- 
tor, nurse  and  the  hospital,  with  all  the  \ arious 
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associated  ancillary  groups.  The  new  medical 
school  will  help  to  furnish  an  adequate  number 
of  doctors  for  the  state  of  Arizona.  Nurses  are 
reported  to  be  deficient  in  number.  In  addition 
to  our  already  existing  nurses’  school,  ways  and 
means  need  to  be  found  to  inerease  their  num- 
bers. Efforts  are  being  made  to  inerease  the 
number  of  our  lieensed  practieal  nurses  and 
aides.  Hospital  beds  are  a controversial  subject 
in  regard  to  need,  and  in  regard  to  the  construc- 
tion of  new  ones.  Concepts  of  nursing  and  hos- 
pital procedures,  and  especially  the  timing  of 
the  solution  of  these  problems,  are  going  through 
drastic  changes  at  the  present  time.  (The  con- 
cept of  progressive  care  from  intensive  through 
chronic  long  time  care. ) All  of  these  problems 
need  to  be  re-examined,  especially  the  integra- 


tion of  the  convalescent  and  geriatric  centers  into 
the  whole. 

Our  state  Blue  Shield  is  reoriented  under  new 
leadership,  and  we  wish  them  every  success. 

Closing  this  letter,  I again  want  to  thank  all 
the  doctors  of  the  state,  the  state  Central  Office 
and  our  Counsel  for  their  wonderful  coopera- 
tion and  help  throughout  the  year.  May  this  dedi- 
cated support  from  the  doctors  and  their  wives 
continue  to  make  organized  medicine  more  able 
to  give  the  best  possible  medicine  to  our  Arizona 
citizens. 

William  B.  Steen,  M.D. 

President 

Ed.  note  — Grateful  appreciation  is  extended  to  Doctor 
Steen  for  his  monthly  comments  during  his  tenure  as 
President  of  ArMA. 


Whether  you're  a teacher  correcting  exams.  A student  cramming  for  them.  A housewife 
cleaning  up  after  the  kids.  Or  a businessman  working  late  at  night.  Whoever  you  are/ 

things  go  better  when  you  pause  and  refresh  with  ice-cold  Coca-Cola. 

% • 

Visit  our  Booth  No.  1 at  the  Annual  Meeting 
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Who  do  you  tell 
your  troubles  to, 
your  electrocardiograph 
goes  on  the  fritz? 

It  happens,  even  to  the  best  of  machines. 

When  it  does,  a Sanborn  owner  is  in  an 
advantageous  position : 

The  serviceman  who  answers  his  call 
is  a Sanborn  employee,  whose  only 
interest  is  serving  Sanborn  customers. 

The  serviceman  knows  Sanborn  elec- 
trocardiographs, what’s  in  them,  how 
they  work  and  why.  He  can  find  — 
and  fix  — all  types  of  trouble  faster. 

The  serviceman  is  nearby  (42  loca- 
tions in  the  United  States  alone) , has 
complete  stocks  of  repair  parts  and 
supplies,  modern  electronic  test  equip- 
ment and  facilities. 

When  you  buy  an  electrocardiograph, 
consider  the  kind  of  service  you’ll  want 
should  the  occasion  arise.  You  can  be 
sure  of  getting  it,  from  Sanborn. 
Sanborn  Company,  Medical  Division, 
Waltham,  Mass.  02154. 

SANBORN^ 

A SUBSIDIARY  OF  HEWLETT-PACKARD  V 


Phoenix  Residenl  Representative  8341  N.  7th  St.,  943-6917 
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why  does 
150  mg. 


do  more  than 
250  mg. 


of  other 
tetracyclines? 


Because  it  has  up  to  3V2  times  the  in  vitro  antibacterial  activity’ ..  .combined  with 
lower  rate  of  decay  in  serum,  slower  renal  clearance ...  a favorable  depot  effect,  result- 
ing from  protein  binding... all  providing  rapid,  higher  and  sustained /r?  v/Voactivity  with 
as  much  as  2 days’  extra  activity. 


DECLOMYCIN 

DEMETHYLCHLOKTETRACYCLINE  HCl 


Effective  in  a wide  range  of  everyday  infections— respiratory,  urinary  tract  and  others— in  the  young 
and  aged— the  acutely  or  chronically  ill— when  the  offending  organisms  are  tetracycline-sensitive. 
Side  Effects  typical  of  tetracyclines  which  may  occur:  glossitis,  stomatitis,  proctitis,  nausea,  diar- 
rhea, vaginitis,  dermatitis,  overgrowth  of  nonsusceptible  organisms.  Also:  photodynamic  reaction 
(making  avoidance  of  direct  sunlight  advisable)  and,  very  rarely,  anaphylactoid  reaction.  Reduce 
dosage  in  impaired  renal  function.  The  possibility  of  tooth  discoloration  during  development  should 
be  considered  in  administering  any  tetracycline  in  the  last  trimester  of  pregnancy,  in  the  neonatal 
period,  and  in  early  childhood.  Capsules,  150  mg.  and  75  mg.  of  demethylchlortetracycline  HCl. 
Average  Adult  Dally  Dosage;  150  mg.  q.i.d.  or  300  mg.  b.i.d.  1. Sweeney,  W.  M.;  Dornbush,  A.  C., 
and  Hardy,  S.  M.:  Demethylchlortetracycline  and  Tetracycline  Compared.  Relative  in  vitro  Activity 
and  Comparative  Serum  Concentrations  During  7 Days  of  Continuous  Therapy.  Amer.  J.  Med.  Sol. 
243:296  (Mar.)  1962. 
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Editorials 


April  28th  through  May  2nd 


Con-ven  tion  ( kon-ven’shun ),  n.  1.  Act  of  convening.  2.  A 
body  of  delegates,  representati\  es,  members,  or  tbe  like,  periodical- 
ly con.ened  for  a common  imrirose. 

Thid  introduction  reminds  ns  that  “delegates, 
representatives,  members,  or  the  like,”  among 
physicians  of  Arizona  have  the  opportunity  to 
convene  soon  in  Chandler  at  the  historic  San 
Marcos  Hotel,  the  first  important  resort  hotel 
in  this  area. 

Our  state  meeting  is  an  important  meeting. 
As  the  medical  community  of  Arizona  grows 
and  matures  it  becomes  more  significant.  The 
scientific  advances  and  socio-economic  forces 
affecting  our  patient’s  care  require  our  informed 
attention.  The  physicians  of  this  state  can  only 
exert  their  rightful  influence  as  an  organized 


body  if  the  members  openly  support  and  actively 
assist  the  state  society. 

iVlany  other  national  organizations  and  special- 
ty societies  demand  our  attention  and  may  be 
more  important  for  their  abstract  scientific  con- 
tent. Our  state  society,  however,  offers  broader 
influence  on  the  professional,  social,  and  human 
spheres  of  our  lives;  and  contact  with  our  col- 
leagues from  various  parts  of  the  state  makes  us 
better  citizens  of  our  community. 

We  look  forward  to  seeing  you  in  Chandler! 

Robert  F.  Lorenzen,  M.D. 

Editor 
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The  Editor  sincerely  solicits  contributions  of  scientific  arti- 
cles for  publication  in  ARIZONA  MEDICINE.  All  such  con- 
tributions are  greatly  appreciated.  All  will  be  given  equal 
consideration. 

Material  submitted  for  publication  in  ARIZONA  MEDI- 
CINE should  conform  to  the  following  policies: 

1.  Manuscripts,  including  references  or  bibliography,  should 
be  typewritten,  double-spaced,  on  one  side  of  the  paper  only, 
and  the  original  and  a carbon  enclosed. 

2.  Be  guided  by  the  general  rules  of  medical  writing  as  fol- 
lowed by  the  JOURNAL  OF  THE  AMERICAN  MEDICAL 
ASSOCIATION. 

3.  Although  the  Editors  try  to  catch  inaccuracies,  the  idti- 
mate  responsibility  is  the  author’s. 

4.  Articles  are  accepted  for  publication  only  if  they  are 
contributed  exclusively  to  this  Journal.  Ordinarily,  contribu- 
tors will  be  notified  within  60  days  if  a manuscript  is  ac- 
cepted for  publication.  Every  effort  will  be  made  to  return  un- 
used manuscripts. 

5.  The  Journal  reserves  the  right  to  edit  all  material. 

6.  Reprints  will  be  supplied  to  the  author  at  printing  cost. 


Editorials  of  Arizona  Medicine  are  the  opinions  of  the  authors  and  do  not  necessarily  represent  the  official  stand  of  The  Arizona 
Medical  Association,  Inc.  The  opinions  of  the  Board  of  Directors  may  be  sought  in  the  published  proceedings  of  that  body. 
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Doctor... 

there  is  a difference  in  life  insurancel 
Read,  compare  and  see  for  yourself! 

Notice  that  no  two  companies  charge  the 
same  rate,  yet  they  all  pay  the  same  amount. 

HBA  LIFE  INSURANCE  COSTS  LESS. 


COMPARISON  CHART  OF  PREMIUMS  FOR  SINGLE  PREMIUM  WHOLE  LIFE  INSURANCE 


HBA 


Company  “N” 
Company  “M” 
Company  “NY 
Company  “E” 


AGE  OF 
INSURED 
(NEAREST 
BIRTHDAY) 

SINGLE 

PREMIUM 

$25,000 

POLICY 

YOU  SAVE 
WITH 
HBA 

1 

$4,592.25 

$4,472.75 

SINGLE 

PREMIUM 

$100,000 

POLICY 

YOU  SAVE 
WITH 
HBA 

1 

$18,459.00 

$17,981.00 

35 

50 

$10,171.25 

$14,029.75 

$40,595.00 

$56,029.00 

35 

50 

$14,763.50 

$18,502.50 

$59,054.00 

$74,010.00 

35 

$14,198.58 

$4,027.25 

$56,794.00 

$16,199.00 

SO 

$17,788.25 

$3,758.50 

$71,153.00 

$15,124.00 

' 35 

« 

$13,730.75 

$3,559.50 

$54,923.00 

$14,328.00 

50 

$17,466.75 

$3,437.00 

$69,867.00 

$13,838.00 

35 

$13,507.00 

$3,335.75 

$54,028.00 

$13,433.00 

50 

$17,482.25 

$3,452.50 

$69,929.00 

$13,900.00 

A single  premium  policy  is  one  paid  for  in  a lump  sum.  ONLY  the  HBA  Single  Premium 
Policy  has  a cash  and  loan  value  and  a cash  surrender  value  which  is  equal  to  the  amount 
of  the  premium  at  the  end  of  the  first  year.  For  example,  if  you  surrender  your  policy 
after  the  first  year,  YOU  LOSE  NOTHING  . . . you  get  back  as  much  as  you  paid  in. 

Yes,  Doctor,  there  IS  a difference  in  life  insurance. 

If  you  would  like  a complete  listing  of  compara- 
tive life  insurance  single  premium  rates  contact 
your  nearest  HBA  Life  Insurance  Company  office. 


PEOPLE  EXPECT  MORE  FROM 


- AND  THEY  GET  IT.  TOO! 


HOME  OFFICE:  FIRST  ST.  AT  WILLETTA  • PHOENIX,  ARIZONA 
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CHOOSE  THE  PRODUCT 
TO  FIT  THE  NEED 


‘COEflSMEirt. 

P01YMYXIN  B-NEOMyCIN-fiRAMICIOIN 

With  HYDROCOHTl^NE  ACETATE  0.6% 
^mwiLW  .S 


a new  vanishing  aeam  base 


ii  tn;m  * 


‘CBRTISPORIN’1 

POLTMYXm  B . BACirRACm  - NEOMYCIN 
' WITH  HYDROCORnSONE  }<h 

OIN-f'MENT 


a special  low  melting  point  base 


anti-inllammatory 
bactericidal 
antipruritic 
rarely  sensitizing 

C'KF, AM^— Ingredients : Each  gram  contains  ‘Aerosporin’®  brand 
Polymyxin  B*  Sulfate  10,000  Units;  Neomycin  Sulfate  (equiv- 
alent to  3.5  mg.  Neomycin  Base)  5.0  mg.;  Gramicidin  0.25  mg.; 
Hydrocortisone  Acetate  5.0  mg.  (0.5%). 

In  a smooth,  white,  water-washable  vanishing  cream  base  with 
a pH  of  approximately  5.0.  Inactive  ingredients:  liquid  petro- 
latum, white  petrolatum,  propylene  glycol,  polyoxyethylene  poly- 
oxypropylene  compound,  emulsifying  wax,  distilled  water,  and 
0.25%  methylparaben  as  preservative. 

Available : In  tubes  of  7.5  Grams. 

OINTMENT— /npredients;  Each  gram  contains  ‘Aerosporin’® 
brand  Polymyxin  B*  Sulfate  5,000  Units;  Zinc  Bacitracin  500 
Units;  Neomycin  Sulfate  5 mg.  (equivalent  to  3.5  mg.  Neomycin 
Base);  Hydrocortisone  10  mg.  (1%). 

In  a special  white  petrolatum  base. 

Available:  In  tubes  of  Vz  oz.  and  % oz. 

*U.S.  Patent  Nos.  2,565.057-2,695,261 


Indications : Wherever  inflam- 
mation or  infection  occurs 
and  is  accessible  for  topical 
therapy. 

Contraindications : These 
drugs  are  contraindicated  in 
tuberculous,  fungal  or  viral 
lesions  (herpes  simplex,  vac- 
cinia and  varicella). 

Ca7ition:  As  with  other  anti- 
bacterial preparations,  pro- 
longed use  may  result  in 
overgrowth  of  nonsusceptible 
organisms,  including  fungi. 
Appropriate  measures  should 
be  taken  if  this  occurs. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,  N.Y. 


Visit  our  Booth  No.  51  at  the  Annual  Meeting 
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73rd  Annual  Meeting 


1963-64 

Association  Officers  & 
Board  of 
Directors 


Dr.  C.  E.  Henderson 

Secretary 


3rd  ANNUAL  MEETING 


Dr.  A.  V.  Dudley  Jr. 

Treasurer 


Dr.  William  B.  Steen 

President 


Dr.  W.  Albert  Brewer 

Presid  ent-E  lect 


Dr.  James  E.  O’Hare 
Vice-President 


THE  ARIZONA  MEDICAL  ASSOCIATION,  INC. 
APRIL  28,  29,  30  — MAY  1,  2,  1964 


San  Marcos  Hotel,  Chandler,  Arizona 


SCIENTIFIC  SESSIONS - 

7 Outstanding  Guest  Speakers 

EXHIBITS  - 

Over  50  Commercial  and  Scientific  Displays 

SOCIAL  ACTIVITIES  - 

Big  doings  every  day 

REGISTRATION  - 

Daily  starting  at  7:30  a.m.  Tickets  for  all  ArMA  sponsored  functions  may  be 
obtained  at  the  Registration  Desk. 

HOBBY  SHOW  - 

This  year  the  Woman’s  Auxiliary  is  again  sponsoring  their  popular  Hobby  Show. 
Open  daily  in  the  LaBoutique  Room  for  your  enjoyment. 

MESSAGE  CENTER  - 

Will  be  available  for  your  emergency  calls. 

EXHIBIT  ATTENDANCE  AWARDS  - 

25  pair  of  tickets  to  the  ASU  vs.  UofA  football  game. 


April,  1964 
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District  Directors 


CENTRAL  DISTRICT 


Dr.  John  A.  Elsenbeiss 

Phoenix 


Dr.  Richard  O.  Flynn 

Tempe 


Dr.  Paul  B.  Jarrett 

Phoenix 


Dr.  Robert  A.  Price 

Phoenix 


Dr.  Noel  G.  Smith 

Phoenix 


Dr.  Ashton  B.  Taylor 

Phoenix 


NORTHWESTERN  AND 
NORTHEASTERN  DISTRICTS 


Dr.  A.  H.  Dysterheft  Dr.  J.  P.  McNally 

Northeastern  District  Northwestern  District 


SOUTHWESTERN  AND 
SOUTHEASTERN  DISTRICTS 


Dr.  Thomas  W.  Jensen  Dr.  Howard  W.  Finke 

Southeastern  District  Southwestern  District 


SOUTHERN  DISTRICT 


Dr.  Earl  R.  Baldwin 

Tucson 


Dr.  P.  G.  Derickson 

Tucson 


Dr.  Hermann  S.  Rhu 

Tucson 
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Dr.  Walter  Brazie 
Speaker  of  the  House 


Dr.  Lindsay  E.  Beaton 

Delegate  to  AM  A 


Dr.  A.  H.  Dysterheft 

Alternate  Delegate 
to  AMA 


Dr.  Robert  F.  Lorenzen 
Editor-in-Chief 


73rd  Annual  Meeting 


Dr.  C.  E.  Yount  Jr. 

Past  President 


Dr.  Dermont  W.  Melick 

Delegate  to  AMA 


Your  Central  Office  is  in  the  U.R.  Building 
across  from  Fashion  Square  in  Scottsdale 
adjacent  to  the  Safari  Hotel.  Stop  and  say 
“hello”  when  passing  by. 


Mr.  Robert  Carpenter 

Executive  Secretary 


The  office  is  capably  administered  by  Mr.  Robert 
Carpenter,  Executive  Secretary  of  ArMA  for  over  13 
years. 


Paul 


Paul  Boykin,  known  to 
the  staff  as  M.O.B.,  has 
served  for  eight  years  as 
the  Assistant  Executive 
Secretary. 


Bruce 


Bruce  E.  Robinson,  new- 
est member  of  the  e.xecu- 
tive  staff  (from  Alaska 
yet)  has  an  excellent  fu- 
ture in  serving  ArMA. 


Dr.  D.  T.  Cloud,  Jr. 

Alternate  Delegate 
to  AMA 


Noreen  Bunyun  is  Paul’s  secretary  and  she  is  now 
in  her  sixth  year  with  the  Association. 

Ken  Cramer  is  our  bookkeeper  having  joined  us  a 
year  ago.  After  spending  most  of  his  life  in  Colorado, 
he  says  it’s  not  cold  in  Arizona! 

Fran  Holden  is  our  receptionist.  She  is  a trans- 
planted New  Yorker  who  just  recently  came  to 
Arizona. 

Another  new  staff  member  is  Mr.  Carpenter’s  secre- 
tary, Nancy  Lefevre.  Nancy  is  also  a migrant  from 
the  east  and,  like  Ken  and  Fran,  is  attending  her  first 
Annual  Meeting. 

Judy  Wellington  is  the  editorial  assistant  for  Ari- 
zona Medicine. 

You’ll  meet  them  all  during  the  Annual 
Meeting  and  we  know  they  will  individually, 
or  as  a group,  do  all  possible  to  assist  you  in 
making  your  meeting  more  enjoyable. 
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73rd  Annual  Meeting 

Guest  Speakers 


William  R.  Waddell,  M.D. 

Professor  ir  Chairman 
Department  of  Surgery 
University  of  Colorado 
Denver,  Colorado 


Merlin  K.  DuVal,  Jr.,  M.D. 

Dean,  College  of  Medicine 
University  of  Arizona 
Tucson,  Arizona 


Harry  A.  Waisman,  M.D. 
Professor  of  Pediatrics 
University  of  Wisconsin 
University  Hospitals 
Madison,  Wisconsin 

Arizona  Medicine 


Joseph  Harris,  Ph.D. 

Chief, 

Laboratory  of  Neurochemistry 
Barroiv  Neurological  Institute 
Phoenix,  Arizona 


Willem  J.  Kolff,  M.D. 

Department  of  Artificial  Organs 
Cleveland  Clinic 
Cleveland,  Ohio 


Orlando  J.  Miller,  M.D. 

Department  of  Obstetrics 
ir  Gynecology 
College  of  Physicians 
<h  Surgeons 
Columbia  University 
New  York,  New  York 


James  D.  Hardy,  M.D. 

Professor  ir  Chairman 
Department  of  Surgery 
University  of  Mississippi 
Medical  Center 
Jackson,  Mississi p p i 


73rd  Annual  Meeting 

THE  ARIZONA  MEDICAL  ASSOCIATION,  INC. 

73rd  ANNUAL  MEETING 
April  28 -May  2,  1964 

San  Marcos  Hotel  Chandler,  Arizona 


Official 


ro^vam 


TUESDAY,  APRIL  28: 

3:00  p.m.  Blue  Shield  Annual  Corporation  Meeting Garden  Room 

First  Session 

7:00  p.m.  Board  of  Directors  Dinner Arcade  Room 

8:00  p .m.  Board  of  Directors  Meeting  Terrace  Lounge 

WEDNESDAY,  APRIL  29: 

9:00  a.m.  House  of  Delegates  — First  Session Garden  Room  West 

11:00  a.m.  Blue  Shield  Corporation  Meeting Garden  Room 

Second  Session 

2:00  p.m.  Reference  Committees  — Subject  to  Call  Suites  2 and  106 

THURSDAY,  APRIL  30: 

7:00  a.m.  Buffet  Breakfast  — Panel  Discussion  Garden  Room  East 

(Admission  by  Ticket  Only) 

“Chromosomal  Aberrations” 

William  M.  Hindman,  M.D Moderator 

Joseph  Harris,  Ph.D Discussant 

Orlando  J.  Miller,  M.D Discussant 

Harry  A.  Waisman,  M.D Discussant 

9:30  a.m.  Intermission Visit  the  Exhibits 

10:00  a.m.  Opening  Excercises Garden  Room  West 

Call  to  Order 

William  B.  Steen,  M.D.,  President 
Invocation  and  Memorial  Service 


The  Reverend  Charles  Ehrhardt,  Pastor 
The  First  Presbyterian  Church 
Welcome 

Wallace  A.  Reed,  M.D.,  President 
Maricopa  County  Medical  Society 
Response 

Harry  C.  Smith,  M.D.,  President 
Cochise  County  Medical  Society 
Introduction  of  Distinguished  Guests 
Introduction  of  the  Incoming  President 
William  B.  Steen,  M.D. 

Presidential  Address 

W.  Albert  Brewer,  M.D. 


11:15  a.m.  Intermission Visit  the  Exhibits 

11:45  a.m.  Scientific  Session  Garden  Room  West 


“Immunologic  Considerations  in  Organ  Transplantations' 
James  D.  Hardy,  M.D.,  Jackson,  Mississippi 
Richard  L.  Dexter,  M.D.,  Moderator 
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FRIDAY,  MAY  1 

7:15  a.m. 


9:30  a.m. 
10:00  a.m. 


10:30  a.m. 


1 1:00  a.m. 


1 1:30  a.m. 


12:00  Noon 


3:00  p.m. 


Breakfast  Seminar Garden  Room  East 

(Admission  by  Ticket  Only) 

“Basic  Concepts  in  Tissue  Transplantations” 

James  D.  Barger,  M.D Moderator 

James  D.  Hardy,  M.D Discussant 

Willem  J.  Kolff,  M.D Discussant 

William  R.  Waddell,  M.D Discussant 

Intermission Visit  the  Exhibits 

Scientific  Session Garden  Room  West 

“Inborn  Errors  of  Metabolism  — The  Concept  and  the  Practice” 

Harry  A.  Waisman,  M.D.,  Madison,  Wisconsin 
Richard  B.  Johns,  M.D.,  Moderator 
“Chromosomal  Aberrations  in  Caneer” 

Orlando  J.  Miller,  M.D.,  New  York,  New  York 
Edward  Sattenspiel,  M.D.,  Moderator 
“Transplantation  of  the  Lung  and  Heart” 

James  D.  Hardy,  M.D.,  Jackson,  Mississippi 
William  W.  McKinley,  Jr.,  M.D.,  Moderator 
“To  Live  Without  Kidneys:  Treatment  of  Acute  Renal  Failure, 

Treatment  of  Chronic  Renal  Failure,  Kidney  Transplantation” 

Willem  J.  Kolff,  M.D,,  Cleveland,  Ohio 
Kenneth  E.  Johnson,  M.D.,  Moderator 
“Clinical  Results  of  Renal  Transplantations” 

William  R.  Waddell,  M.D.,  Denver,  Colorado 
John  F.  Currin,  M.D.,  Moderator 

House  of  Delegates  — Seeond  Session Garden  Room  West 


SATURDAY,  MAY  2: 


8:45  a.m. 

9:15  a.m. 

9:45  a.m. 

10:15  a.m. 
10:45  a.m. 

11:15  a.m. 

11:45  a.m. 

12:15  p.m. 


Seientific  Session Garden  Room  West 

“To  Live  Without  Hearts;  Total  Replaeement 
of  the  Natural  Heart  by  a Meehanical  Substitute” 

Willem  J.  Kolff,  M.D.,  Cleveland,  Ohio 
Charles  W.  MeMoran,  M.D.,  Moderator 
“Failure  to  Thrive” 

Harry  A.  Waisman,  M.D.,  Madison,  Wisconsin 
Brick  P.  Storts,  Jr.,  M.D.,  Moderator 
“Spontaneous  Abortions” 

Orlando  J.  Miller,  M.D.,  New  York,  New  York 
Martin  Cohen,  M.D.,  Moderator 

Intermission  Visit  the  Exhibits 

“The  Problems  of  Hepatic  Transplantations” 

William  R.  Waddell,  M.D.,  Denver,  Colorado 

Frederick  W.  Knight,  M.D.,  Moderator 

“The  Role  of  Micromolecules  in  Learning  and  Memory” 

Joseph  Harris,  Ph.D.,  Phoenix,  Arizona 
T.  Richard  Gregory,  M.D.,  Moderator 
“Medical  Education  in  Arizona” 

Merlin  K.  DuVal,  Jr.,  M.D.,  Tueson,  Arizona 
Joseph  M.  Greer,  M.D.,  Moderator 
Adjournment  of  the  73rd  Annual  Meeting 


272 


Arizona  Medicine 


Mrs.  Clare  W.  Johnson 

President 


Mrs.  Richard  B.  Johns 

President-Elect 


34th  Annual  Meeting 

WOMAN'S  AUXILIARY 


to  the 

Arizona  Medical 
Association 


34th  Annual  Meeting 
April  29 -May  1,  1964 

San  Marcos  Hotel 
Chandler,  Arizona 


Offida 

General  Chairman,  Mrs.  John  E.  Scliramel 
Co-Chairman,  Mrs.  Thomas  B.  Jarvis 
Honorary  Chairman,  Mrs.  W.  Albert  Brewer 
Hostess  Auxiliary:  Marieopa  County 


IV' 


rogram 


WEDNESDAY,  APRIL  29: 

8:30  a.m.  Registration Lobby 

9:00  a.m.  Student  Nurse  Loan  Committee  Meeting 


2:00  p .m.  Nominating  Committee  Meeting 
Finance  Committee  Meeting 

2:30  p.m.  Pre-Convention  State  Board  Meeting  Lodge 

Hobby  Exhibit LaBoutique  Room 

Coffee  Lobby 

THURSDAY,  APRIL  30: 

9:00  a.m.  Registration Lobby 

Continental  Breakfast  Lodge 

10:00  a.m.  First  General  Session Lodge 


Welcome  — Mrs.  John  E.  Schramel,  Convention  Chairman 

Standing  Committee  Reports 

Nominating  Committee  Reports 

Election  of  Officers 

In  Memorium 

12:00  Noon  Recess  of  First  General  Session 
1 2: 1 5 p.m.  Informal  Dutch  Treat  Luncheon 


& Dick  Smith’s  Swim  Revue Poolside 

FRIDAY,  MAY  1: 

9:00  a.m.  Registration Lobby 

10:30  a.m.  Second  General  Session  Lodge 

President’s  Report 
County  President’s  Reports 

12:30  p.m.  Annual  Luncheon Club  House 


Address  — Mrs.  G.  Prentiss  Lee,  Western  Regional  Vice  President, 
Woman’s  Auxiliary  to  the  American  Medical  Association 
Installation  of  Officers 
Acceptance  — Mrs.  Richard  B.  Johns 
Adjournment 

New  Executive  Board  Meeting 
Post-Convention  Board  Meeting 

Members  of  the  Woman’s  Auxiliary  are  welcome  to  attend  the  hreakfast  panel  discussions  and  the 

scientific  sessions  of  the  Annual  Meeting  of  ArMA. 


April,  1964 
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73rd  Annual  Meeting 


C omc  on 
w iSocializc 

WEDNESDAY,  APRIL  29: 

7:00  p .m.  Reception  and  Luau  at  Poolside 

Come  comfy  and  casual  in  your  Muu  Muu,  Bermudas,  Grass  Skirts, 
Shifts  or  Surfers.  Ernie  Menehune  Revue  for  your  entertainment 
and  dancing.  You  can  hula,  too! 


THURSDAY,  APRIL  30: 


12:30  p.m. 


1-3  p.m. 


1:00  p.m. 
2:00  p.m. 
7:00  p.m. 


Dick  Smith’s  Swim  Revue  at  Poolside 

Specialty  Group  Luncheons 

Open  to  all  registrants  and  their  wives 

Annual  Handicap  Golf  Tournament  — San  Marcos  Golf  Club 
Annual  Bowling  Tournament  — Ranch  Lanes 

Reception  and  Shore  Dinner  at  the  Clubhouse  with  the  Desert  City 
Six  playing  Dixieland  to  keep  you  on  your  toes  while  you  Charleston 
and  do  the  Black  Bottom.  Dig  out  your  ’Roaring  Twenties’  garb! 


FRIDAY,  MAY  T; 

1-3  p.m.  Specialty  Group  Luncheons 

7:30  p.m.  Reception  at  Poolside  followed  by  President’s  Dinner  Dance  in  the 
Garden  Room.  Tiny  Fortman  and  his  Band  will  provide  music 
for  dancing. 


SATURDAY,  MAY  2: 

After  Home  to  sleep!  We  want  you  rested  and  ready  for  the  74th  Annual 

12:15  p.m.  Meeting  at  the  Pioneer  International  in  Tucson. 
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Fke/  muni  olnimpke/ie/ 


of  Camelhpck  Hospital 


IS  one  of  relaxed  Western  living, 
ooking  east.Camelback  Mountain  provides  the  background 
for  the  lovely  lawn  and  grove  area, 
le  natural  beauty  of  the  surroundings  at  Camelhack  Hospital 
creates,  for  the  patient, 

a restful,  scenic  setting. 


5055  North  34th  Street 

AMherst  4-4111 

PHOENIX,  ARIZONA 

ARIZONA  FOUNDATION  FOR  NEUROLOGY  AND  PSYCHIATRY 

A Non-Profit  Corporation 


Located  in  the  heart  of  the  beautiful  Phoenix  citrus  area 
near  picturesque  Camelback  Mountain,  the  hospital  is 
dedicated  exclusively  to  the  treatment  of  psychiatric 
and  psychosomatic  disorders,  including  alcoholism. 

PPROVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS;  and  THE  AMERICAN  PSYCHIATRIC  ASSOCIATION 


RECOGNIZE 
THIS  PATIENT? 


tt  ' don’t  sleep  well  . . . I dream  a lot . . . 
wake  up  tired  and  irritable.  I don’t  have 
any  appetite  . . . I’ll  never  be  cured. f5 
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When  you  recognize  signs  of  depression  and 

anxiety  and  associate  them  with  an 

organic  condition~add  'Deprol'  to  your  therapy. 

Typical  conditions  in  which  "Deproi'  should  be  considered 
for  control  of  the  associated  depression  and  anxiety: 

cardiovascular  disorders  ■ arthritis  ■ cancer  ■ menopause  ■ alcoholism 

■ obesity  ■ asthma,  hay  fever  and  related  allergies  ■ chronic  infectious  diseases 

■ dermatoses  ■ G.l.  disorders,  and  many  other  organic  disturbances. 


When  you  recognize  depression  and  anxiety 
traceable  to  an  emotionally  charged  situation  with 
no  somatic  disorder— start  the  patient  on  'Deprol'. 

Typical  situations  in  which  'DeproT  is  indicated: 

fear  of  cancer  or  other  life-threatening  disease  ■ pre-  and  post-operative  fears 

■ postpartum  despondency  ■ family  problems  ■ death  of  a loved  one  ■ loss  of  work 

■ retirement  problems  ■ financial  worries,  and  many  other  stressful  situations. 


Deprol 

meprobamate  400  mg.-f  benactyzine  hydrochloride  1 mg. 


BRIEF  SUMMARY:  Indications:  Depression,  especially 
when  accompanied  by  anxiety,  tension,  agitation,  rumina- 
tion or  insomnia.  Side  Effects:  Slight  drowsiness  and, 
rarely,  allergic  reactions,  due  to  meprobamate,  and  occa- 
sional dizziness  or  feeling  of  depersonalization  in  higher 
dosage,  due  to  benactyzine,  may  occur.  Meprobamate  may 
increase  effects  of  excessive  alcohol.  Use  with  care  in 
patients  with  suicidal  tendencies.  Consider  possibility  of 
dependence,  particularly  in  patients  with  history  of  drug 


or  alcohol  addiction.  Withdraw  gradually  after  prolonged 
use  at  high  dosage.  Complete  product  information  avail- 
able in  the  product  package,  or  to  physicians  upon 
request. 

USUAL  ADULT  DOSAGE:  1 tablet  q.i.d.  May  be  increased 
gradually,  as  needed,  to  3 tablets  q.i.d.;  with  establishment 
of  relief,  may  be  reduced  gradually  to  maintenance  levels. 

SUPPLIED:  Light-pink,  scored  tablets.  Bottles  of  50. 


WALLACE  LABORATORIES N.  J. 


Visit  our  Booth  No.  22  at  the  Annual  Meeting 
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in  virtually  all  diarrheas... prompt  symptomatic  control 


LOMOTIL 


TABLETS/ LIQUID  — Each  tablet  and  each  5 cc.  of  liquid  contains: 
diphenoxylate  hydrochloride  . . . 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


Lomotil  controls  the  basic  physiologic  dysfunction  in  diarrhea— exces- 
sive propulsive  motility.  Pharmacologic  evidence  indicates  that  it  does 
so  by  directly  inhibiting  propulsive  movements  of  the  intestines.  This 
direct,  well-localized  activity  controls  diarrheas  of  widely  varied  origin 
and  does  so  promptly,  conveniently  and  economically. 

The  relatively  few  conditions  in  which  Lomotil  has  given  less  than 
satisfactory  control  have  been,  for  the  most  part,  those  such  as  severe 
ulcerative  colitis  in  which  too  little  anatomic  or  functional  capacity 
of  the  intestines  remains  for  the  motility-lowering  action  of  Lomotil 
to  have  effect. 

It  should  be  noted,  however,  that  Lomotil  has  proved  highly  useful 
in  mild  to  moderate  ulcerative  colitis  and  in  several  other  refractory 
forms  of  diarrhea. 


The  recommended  initial  adult  dosage  is  two  tablets  (2.5  mg.  each) 
three  or  four  times  daily,  reduced  to  meet  the  requirements  of  each 
patient  as  soon  as  the  diarrhea  is  controlled.  Maintenance  dosage  may 
be  as  low  as  two  tablets  daily.  Children’s  daily  dosage  (in  divided  doses) 
varies  from  3 mg.  for  a child  of  3 to  6 months  to  10  mg.  for  one  8 to 
12  years  of  age.  Lomotil  is  an  exempt  narcotic;  its  abuse  liability  is 
low  and  comparable  to  that  of  codeine.  Recommended  dosages  should 
not  be  exceeded.  Side  effects  are  relatively  uncommon  but  among  those 
reported  are  gastrointestinal  irritation,  sedation,  dizziness,  cutaneous 
manifestations,  restlessness  and  insomnia.  Lomotil  should  be  used  with 
caution  in  patients  with  impaired  liver  function  and  in  patients  taking 
addicting  drugs  or  barbiturates.  Lomotil  is  a brand  of  diphenoxylate 
hydrochloride  with  atropine  sulfate;  the  subtherapeutic  amount  of 
atropine  is  added  to  discourage  deliberate  overdosage. 


Research  in  the  Service  of  Medicine 


SEARLE 


Visit  our  Booth  No.  44  at  the  Annual  Meeting 
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Correspondence 


February  7, 1964 

Dr.  Robert  Lorenzen 
Editor,  Arizona  Medicine 
4533  North  Scottsdale  Road 
Scottsdale,  Arizona 


Dear  Doctor  Lorenzen : 

As  an  addendum  to  my  recent  letter  to  you 
regarding  the  designation  of  Arizona  Medical 
Association  as  ARMA  I would  call  to  your 
attention  an  official  letter  originating  out  of  the 
offices  of  the  Arizona  Medical  Association 
wherein  the  Arizona  Medical  Association  carries 
ArMA.  This  has  given  me  additional  reason  to 
pursue  this  incongruity  further  and  this  I find: 

Ar  — argon;  arrived;  aromatic;  argentum; 
Arabic;  Aramaic. 

The  proposed  goal  of  avoiding  confusion 
seems  to  me  to  have  failed  completely.  Note  the 
designation  as  recorded  in  a recent  issue  of 
Roundup*  here  in  Maricopa  County.  If  there  is 
by  any  stretch  of  the  imagination  any  relation- 
ship between  ArMA  and  A.R.M.A.  that  makes 
any  sense  when  the  usual  rules  of  English  are 
applied  please  point  it  out  to  me  as  I confess 
ignorance. 

Very  truly  yours, 
D.  W.  MELICK,  M.D. 

*Feh.  1964  issue  of  Roundup  carried  news 
notice  on  forthcoming  annual  meeting. 


February  10, 1964 

Dr.  Robert  Lorenzen 
Editor,  Arizona  Medicine 
4533  North  Scottsdale  Road 
Scottsdale,  Arizona 

Dear  Doctor  Lorenzen: 

Our  good  President,  Dr.  William  Steen,  passed 
along  to  me  the  suggestion  that  we  consider 
renaming  the  Arizona  Medical  Association  the 
Arizona  STATE  Medical  Association.  The  ap- 
plication of  ARMA  would  then  be  legitimate 
as  it  would  connote  exactly  the  fact  that  we 
do  have  four  separate  and  distinct  words  in 
the  title  of  our  association.  And  think  of  the 
clinical  advantage  of  having  our  state  associa- 
tion as  ASMA  — what  a break  for  the  chest 
specialists!!!! 


March  4,  1964 

Dermont  W.  Melick,  M.D. 

909  East  Brill  Street 
Phoenix,  Arizona 

Dear  Doctor  Melick: 

Thank  you  for  your  additional  comments  re- 
garding our  use  of  ArMA  (not  A.R.M.A.)  as  an 
abbreviation  for  Arizona  Medical  Association.  I 
would  have  to  agree  with  you  that  some  current 
abbreviations  are  rather  stupefying.  An  example 
might  be  the  Pentagon’s  use  of  FAGTRANS  for 
“first  available  governmental  transportation,”  or 
SODTICIOAP  for  “special  ordnance  depot  tool 
identification,  classification,  inventory  and  obso- 
lescence analysis  program.” 

Although  abbreviations  and  acronyms  may 
have  a deadening  influence  on  our  thought  pro- 
cesses, they  seem  helpful  at  times  when  used 
in  a consistent  manner.  Perhaps  it  would  be 
more  proper  to  use  the  correct  abbreviation  for 
Arizona  and  abbreviate  our  Society  name  with 
the  rather  phonetic  ArizMA.  The  shorter  form 
of  ArMA,  however,  has  achieved  a certain 
amount  of  familiarity  and  acceptance  and  we 
feel  it  serves  to  distinguish  between  material 
relating  to  our  Society  and  that  concerning  the 
American  Medical  Association. 

Justification  for  the  use  of  more  than  the 
initial  letter  of  a word  can  be  found  in  Md.  for 
Maryland,  or  Ph.D.  for  doctor  of  philosophy. 

Please  continue  to  prod  us  on  matters  relating 
to  the  Journal  as  it  keeps  our  grey  matter  on 
its  toes. 

Sincerely  yours, 
ARIZONA  MEDICINE 

Robert  F.  Lorenzen,  M.D. 

Editor 


April,  1964 
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D.  W.  MELICK,  M.D. 
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Correspondence 


7 March  1964 

Dear  Bob: 

Thanks  for  your  letter  of  March  4 on  the  use 
of  the  abbreviation  ARMA  to  refer  to  our  As- 
sociation. I first  suggested  this  term  on  the 
President’s  Page  of  Arizona  Medicine  in  Septem- 
ber, 1960.  1 enelose  a reprint  of  that  article. 
Though  I was  in  part  being  joeular,  it  did 
seem  to  me  that  we  needed  a title  to  dis- 
tinguish us  from  the  AMA  in  the  public  press 
and  a short  form  for  avoiding  the  clumsiness 
and  wasted  time  or  space  of  employing  the  full 
name  of  the  society  in  conversation,  reports,  and 
memoranda.  It  seemed  wiser  to  call  us  ARMA 
than  to  fall  back  on  a contraction  of  our  former 
designation,  the  Arizona  State  Medical  Associa- 
tion, and  refer  to  us  as  ASMA. 

ARMA  is  an  acronym  and,  as  such,  perfectly 
acceptable  in  modern  English  usage.  An  acronym 
can  be  constructed  from  the  initial  letters  of 
other  words,  or  from  one  or  more  of  the  first 
few  letters  of  other  words.  In  fact,  one  of  the 
examples  given  in  the  American  College  Dic- 
tionary is  loran  — long  range  navigation.  ARMA 
is  this  latter  kind  of  acronym,. 

I have  no  particular  pride  of  parentage  in  this 
appellation,  though  I think  many  have  found 
it  a time-saving  shorthand.  It  does  strike  me  that 
its  purist  critics,  who  would  presumably  have 
us  return  to  the  statlier  language  of  Chaucer, 
should  carry  their  crusade  next  to  the  AMA  and 
force  discontinuance  of  those  two  pronounced 
insults  to  our  common  medical  tongue,  JAMA 
and  AMPAC. 

Sincerely, 
Lindsay  E.  Beaton,  M.D. 

Robert  F.  Lorenzen,  M.D. 

Editor 
Arizona  Medicine 
P.  O.  Box  128 
Scottsdale,  Arizona 

The  September,  1960  President’s  Page  which  Doctor 
Beaton  refers  to  is  reprinted  in  its  entirety  on  page  281 
of  this  issue. 


HOSPITAL  MEDICAL 
CENTER,  LTD. 


100  E.  FOURTH  ST.  SCOTTSDALE,  ARIZONA 


Adjoining  Scottsdale  Baptist  Hospital 

FAMILY  DOCTOR 

John  A.  Martin  III,  M.D. 

GENERAL  SURGERY 

Boyd  H.  Metcalf,  M.D. 

George  H.  Mertz,  M.D. 

GENERAL  SURGERY  - CANCER 
Herbert  N.  Munhall,  M.D. 

INTERNAL  MEDICINE  & CARDIOLOGY 
George  Edward  Bock,  M.D. 
OPHTHALMOLOGY 

Peter  S.  Sykowski,  M.D.,  F.A.C.S. 

ORAL  SURGERY 

Ralph  G.  Peterson,  D.D.S. 

ORTHOPEDIC  SURGERY 
Edward  E.  Conn,  M.D. 

Willard  S.  Hunter,  M.D. 

PATHOLOGY 

Thomas  B.  Jarvis,  M.D. 

Ered  C.  Schoene,  M.D. 

PEDIATRICS 

Carl  A.  Holmes,  M.D. 

PERIODONTIST 

J.  Richard  Loughry,  D.D.S. 

PLASTIC  SURGERY 
Morris  Barton,  M.D. 

THORACIC  CARDIOVASCULAR  SURGERY 
Carl  Impellitier,  M.D. 

UROLOGIC  SURGERY 

Wilfred  M.  Potter,  M.D. 

RADIOLOGY 

M.  Herbert  Nathan,  M.D. 

DENTISTRY 

Lumone  E.  Willmeng,  D.D.S. 

OTHERS 

Joseph  Baranowski,  Counseling  and  Guidance 
Jeff  Blake,  Scottsdale  Dental  Lab 
Jean  Hoffman,  Reg.  Physical  Therapist 
Pharmacy 

Scottsdale  Opticians 

Now  Leasing  — Immediate  Occupancy 

Call  Mr.  A.  J.  Thorner 
947-5441  - 946-9091 

CR  4-1289 
(After  6 p.m.) 
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Arizona  Medical  Association  Reports 

The  President’s  Page 

ArMA 

by 

Lindsay  E.  Beaton,  M.D. 


The  following  article  was  written  by  Doctor  Lindsay  E.  Beaton,  of  Tucson, 
during  his  tenure  as  President  of  the  Arizona  Medical  Association  and  appeared 
in  the  September,  1960  issue  of  Arizona  Medicine.  It  is  reprinted  in  its  entirety. 
See  the  Correspondence  Section,  page  279  for  further  information  on  this  subject. 


Welcome  h o m e 
from  vacation  — to 
consideration  of 
weighty  matters. 

The  twentieth  cen- 
tury has  been  given 
many  appellations  — 
the  Age  of  the  Com- 
mon Man,  the  Atomic 
Era,  the  Dawn  of  De- 
mocracy, the  Scientif- 
ic Renaissance.  Some 
of  us  who  have  served 
in  the  Armed  Forces 
have  been  tempted  to 
think  of  it  as  the 
Epoch  of  Paper.  But  to  a lexicographer,  or  per- 
haps even  to  an  ordinary  citizen  trying  to  de- 
code his  morning  news  sheet,  it  might  well  be 
called  the  Age  of  Abbreviation. 

This  condensation  of  language  seems  seriously 
to  have  begun  with  the  proliferation  of  federal 
agencies  under  the  New  Deal,  and  most  of  us 
still  recall,  with  mixed  emotions,  the  CCC,  the 
WPA,  the  NRA,  and  many  more.  During  World 
War  II,  the  Services  compounded  the  practice, 
and  ETO,  SOPAC,  METOUSA,  and  hundreds 
of  other  contractions  were  added  to  the  com- 
mon tongue  of  the  soldier  and  sailor,  along  with 
certain  pungencies  found  after  demobilization 


to  be  not  exactly  welcome  at  the  family  dinner 
table.  Finally,  the  increasing  complexity  of  so- 
cial and  political  organization,  both  nationally 
and  internationally,  has  added  literal  thousands, 
until  the  reader  of  average  information  material 
is  expected  to  recognize  by  abbreviation  an  as- 
tounding number  of  institutions,  persons,  and 
groups.  One  presumes  that  this  situation  de- 
rives from  a journalistic  attempt  at  simplifica- 
tion and  space-saving,  but  at  the  same  time  the 
result  has  been  a vulgarization  of  the  language. 
At  its  extreme,  combined  with  other  linguistic- 
trends,  it  contributes  to  incomprehensive  new 
jargons,  such  as  Pentagonese  and  Psychoana- 
lytic Pidgin. 

There  are  two  kinds  of  abbreviation,  as  Gra- 
ham DeShane  classifies  them  in  a recent  editor- 
ial in  Science.  The  classic  type  is  formed  from 
the  initial  letters  of  the  words  in  a title.  A 
modern  second  sort,  which  may  descend  from 
chemical  notation,  is  one  in  which  one  or  more 
of  the  first  few  letters  are  taken  from  each 
of  the  words  of  the  title  and  so  arranged  as 
to  make  a new,  contrived  and  pronounceable 
word.  In  the  first  category  are  most  of  the 
earlier  examples,  dating  back  to  New  Deal  cku  s 
or  before,  such  as  GOP,  FBI,  CIO,  and  so  on. 
The  second  variety  may  be  originally  a mili- 
tary phenomenon.  “Blimp”  is  an  example  of 
an  early  invention,  from  British  “B”  class  “limps,” 
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as  opposed  to  rigid  dirigibles.  Naturally  this 
species  has  bloomed  since  1941  and  throughout 
the  war  years  and  after  and  has  enriched  the 
martial  vocabulary  with  sonorous  terms  like 
USAFISPA  (United  States  Army  Forces  in  the 
South  Pacific  Area ) , the  evocative  MOMP  ( Mid 
Ocean  Meeting  Point ) of  the  Atlantic  Fleet,  and 
the  more  recent  KATUSA’s  (Koreans  augment- 
ing the  U.  S.  Army).  There  seems  to  be  an 
increasing  tendency  toward  this  second  style, 
and  no  self-respecting  civic  agency  would  pub- 
lish its  masthead  till  it  had  invented  a name 
that  could  be  twisted,  by  the  rules  here  outlined, 
into  a catchy  vocable.  So  marked  is  the  trend 
that  radio  stations,  whenever  possible,  alter  their 
call  letters  to  make  an  ersatz  word  that  can  be 
sounded  loudly  as  a cultural  identification. 

Medicine  has  always  had  its  own  verbal  short- 
hand, arcane  and  at  least  in  part  designed,  like 
the  prescription,  to  confuse  the  laity.  For  ex- 
ample, PA  does  not  mean  to  the  doctor  Public 
Address  system  but  either  pernicious  anemia  or 
paralysis  agitans,  depending  on  his  professional 
preoccupations.  MS  does  not  medically  stand 
for  Alaster  of  Science  but  for  morphine  sulfate 
or  multiple  sclerosis.  SOB  indicates  short  of 
breath  and  not  Senate  Office  Building.  GI  sig- 
nifies to  the  physician  neither  galvanized  iron 
nor  government  issue  but  gastro-intestinal.  The 
discomfiture  that  arises  from  misunderstanding 
of  these  contractions  was  nicely  illustrated  in 
the  case  of  the  dignified  Colonel,  Professor  of 
Military  Science  and  Tactics  at  the  University 
of  Arizona,  who  became  enraged  when  he 
walked  into  a Tucson  roentgenological  office  for 
a barium  enema  only  to  hear  the  receptionist 
sing  out  to  a technician  in  the  rear,  “Mabel,  your 
GI  is  here.” 

Well,  all  of  this  makes  an  innocent  parlor 
game,  if  you  weary  of  the  idiot  box  some  night, 
and  I leave  it  at  that. 

Anyone  who  has  busied  himself  with  the  af- 
fairs of  the  Arizona  Medical  Association  soon 
learns  that  there  are  many  abbreviations  in 
common  use  for  various  committees  and  person- 
ages in  the  Society.  AM,  for  example,  always 
means  Arizona  Medicine  and  not  ante  meridiam. 
BME  stands  for  the  Board  of  Medical  Examiners 
and  not  for  Bachelor  of  Mechanical  Engineer- 
ing. CO  is  Central  Office,  not  Commanding  Of- 
ficer; PC  is  Professional  Committee,  not  post 


cibum;  IC  is  Industrial  Commission,  not  Illinois 
Central  railroad;  SAC  is  Scientiec  Assembly 
Committee,  not  Strategic  Air  Command.  Com- 
ing down  to  persons,  SW  conveys  not  Southwest 
but  our  legal  firm,  Snell  and  Wilmer,  the  habitat 
of  our  unequalled  counsel,  Edward  Jacobson; 
RC  throughout  the  Association  always  signifies 
not  Bed  Cross  or  Boyal  Crown  cola,  but  the 
incomparable  Robert  Carpenter,  our  Executive 
Secretary;  and  PB  suggests  his  Assistant,  Paul 
Boykin,  and  not  the  metal  lead  — certainly  not 
in  the  energetic  Mr.  Boykin.  Then  there  are 
our  ancillary  cohorts.  WA  stands  for  the  Wo- 
man’s Auxiliary,  not  Western  Australia.  BC  de- 
notes Blue  Cross,  not  British  Columbia.  And  BS 
means  Blue  Shield. 

Perhaps  RC  and  PB  of  the  CO  should  pub- 
lish a glossary  in  AM. 

All  of  this  is  a long  preamble  to  a short  sug- 
gestion. The  Arizona  Medical  Association  needs 
an  official  abbreviation.  For  want  of  one  the 
press  has  been  using  AMA,  which  is  obviously 
already  preempted,  and  the  application  of  which 
is  at  times  embarrassing  to  us.  Some  in  the 
CO  have  had  recourse  to  TAAIAI  (The  Ari- 
zona Medical  Association,  Inc. ) This  I find 
vaguely  oriental  in  appearance  and  objection- 
able in  pronunciation,  for  it  is  sounded  to  re- 
mind one  of  Debbie  Reynolds  twittering  a popu- 
lar ballad  only  recently  and  unlamentably  ab- 
sent from  the  radio  waves.  DuShane  has  pointed 
out  that  there  are  short  forms  better  left  un- 
voiced; he  cites  DOD  ( Department  of  Defense ) 
as  one.  And  the  American  Association  for  the 
Advancement  of  Science  would  rather,  he  says, 
have  you  call  the  AAAS  “the  A-cube-ess”  (A®S) 
or  the  “the  triple-a-ess.” 

Let  me  then  speak  for  ArMA,  not  from  the 
Latin,  though  the  allusion  is  not  inappropriate, 
for  our  Society  would  like  to  be  regarded  as 
part  of  the  physician’s  “arms”  in  his  battle 
against  disease,  but  as  a word  constructed  from 
the  Arizona  Medical  Association.  This  has  good 
precedent  in  its  method  of  formation;  it  is  easily 
pronounced;  it  has  no  offensive  connotations; 
it  robs  no  other  organization.  Even  the  gentle- 
men of  the  press  might  be  induced  to  try  it. 

Perhaps  like  other  noble  experiments,  this 
notion  is  destined  only  for  oblivion,  but  the  As- 
sociation does  deserve  its  own  distinctive  abbre- 
viated title. 


Arizona  Medicine 


In  Memorium 


A TRIBUTE 
TO 

DOUG 

GAIN 

1917-1963 


Henry 

Trautmann, 

M.D. 

1890-1 964 


Dear  Doug: 

You  were  my  friend  and  they  have  asked 
me  to  write  a tribute  to  you.  Where  shall  I 
begin,  Doug?  There  is  so  much  to  say.  As  a 
radiologist  you  were  excellent.  You  were  never 
too  busy  to  look  after  important  details.  You 
were  scrupulous  in  technique  and  excellent  in 
diagnosis.  Yet,  as  a specialist,  you  never  lost 
sight  of  the  whole  of  medicine  nor  of  the  patient 
as  a human  being.  It  was  a rewarding  and  edu- 
cating experience  for  all  of  us  who  knew  you 
professionally. 

Some  of  us,  Doug,  were  even  more  fortunate. 
We  have  known  you  as  a friend  and  the  family 
man  you  truly  were.  Your  love  and  devotion  to 
your  family  has  been  an  inspiration  to  all  of 
us.  You  were  never  too  busy  to  give  of  yourself 
fully  in  the  role  of  husband  and  father. 

Lastly  Doug,  we  shall  always  remember  you 
for  your  love  of  the  great  outdoors  and  the  en- 
joyment and  comradeship  of  the  hunt.  There 
are  so  many  wonderful  memories  you  have  left 
so  many  of  us. 

Doug,  you  lived  as  a man  in  every  way  and 
when  your  final  hour  came,  you  died  as  a man. 
God  speed  and  may  the  Divine  Ph>  sician  guide 
your  way.  Well  done,  Doug,  well  done. 

Your  friend. 
Bill 

William  J.  Lajoie,  M.D.  is  the  author  of  this 
final  tribute  to  his  friend  and  colleague.  Doctor 
Gain. 


After  43  years  of  general  practice.  Doctor 
Henry  Trautmann  died  January  31,  1964  at  the 
Baptist  Hospital  of  Scottsdale,  at  the  age  of 
73  from  myocardial  infarction. 

Doctor  Trautmann  was  born  in  Morrison, 
Wisconsin  on  October  27,  1890  and  graduated 
from  the  University  of  Virginia  School  of  Medi- 
cine in  1916.  He  served  in  the  United  States 
Medical  Gorp  during  World  War  I.  Following 
his  Army  Service,  he  entered  general  practice 
in  Brooklyn,  New  York,  remaining  there  from 
1919  to  1945  at  which  time  he  moved  to  Madi- 
son, Wisconsin.  In  1960  he  moved  to  Arizona 
and  joined  the  Maricopa  Gounty  Medical  So- 
ciety, continuing  his  practice  with  Doctor  B.  P. 
Watterson  in  Scottsdale. 

Surviving  are  a son,  Henry,  Jr.,  of  Houston, 
Texas;  two  daughters.  Miss  Fannie  P.  Traut- 
mann of  New  York  Gity  and  Mrs.  Marie  Koch 
of  Madison,  Wisconsin;  one  brother,  John  Traut- 
mann, Appleton,  Wisconsin;  and  six  grandchil- 
dren. He  was  preceded  in  death  by  his  wife  by 
one  year. 

Doctor  Trautman  was  a member  of  the  Valley 
Presbyterian  Ghurch  of  Scottsdale.  He  will  be 
remembered  by  his  patients  and  friends  for  his 
continuing  interest  in  metabolic  and  nutritional 
diseases  and  his  humanitarian  philosopln'. 

Robert  P.  Watterson,  M.D. 


April,  1964 
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A statement  to  physicians 
concerning  a new  concept 
for  feeding  infants  in  the  home 


What  is  “Nursette”? 

The  Nursette  disposable  formula  bottle  is  the  ultimate 
in  simplicity  and  safety  for  routine  formula  feeding. 
The  Nursette  unit  consists  of  a glass  bottle  already  filled 
with  Enfamil  in  20  cal./oz.  dilution.  No  further  prepa- 
ration is  required.  Just  twist  off  the  cap,  attach  a con- 
ventional nipple  unit  of  choice  and  the  Nursette  bottle 
is  ready  for  feeding. 

The  Nursette,  with  Ready-to-Use  Enfamil  formula, 
is  available  in  three  sizes  (4,  6 and  8 oz.)  to  keep  pace 
with  the  infant’s  growing  appetite.  It  is  safe  to  store  un- 
opened without  refrigeration  and  feed  without  warming, 
if  desired.  Also,  there  are  no  cans  to  open,  no  ingredi- 
ents to  mix  or  measure,  no  bottles  to  wash  and  sterilize. 

Although  the  concept  of  a presterilized,  ready-to- 
use  formula  sealed  in  a glass  nursing  bottle  seems  rela- 
tively simple— the  actual  production  of  such  a unit  is 
extremely  complex.  Ten  years  of  research  and  develop- 
ment were  required  to  solve  technological  problems  and 
perfect  the  needed  processes.  While  bottles  filled  with 
formula  are  in  constant  motion,  high  heat  is  applied  for 
a critically  short  period.  The  result:  a sterile  formula 
with  the  natural  whiteness  of  whole  milk  and  maximal 
retention  of  all  nutritional  values. 


Who  uses  “Nursette”? 

The  Nursette  unit  is  for  routine  feeding  of  normal  in- 
fants. Nursette  with  ready-to-use  formula  eliminates 
much  of  the  work  and  worry  associated  with  current ' 
methods  of  formula  preparation.  Consumer  surveys; 
with  hundreds  of  mothers  indicate  a high  preference 
for  this  new  concept  in  infant  feeding.  ; 

Infant  feeding  with  the  Nursette  unit  offers  practical 
benefits  to  both  the  inexperienced  parent  and  the  har- 
ried multipara  — without  compromising  nutritional 
quality.  In  turn,  only  a minimum  amount  of  your  time 
is  required  for  counseling  anxious  mothers  on  the  prob- 
lems of  formula  preparation. 

Eor  infant  feeding  in  the  home,  the  Nursette  disposa- 
ble formula  bottle  provides  clinically  proven  Enfamil 
Infant  Eormula  in  the  most  practical  and  convenient  ! 
form.  This  consistent  20  cal./oz.  nutrition  may  be  used 
exclusively  or  in  conjunction  with  formula  prepared 
from  Enfamil  concentrated  liquid  or  powder. 

As  the  ultimate  in  simplicity  and  safety  for  home 
feeding,  the  Nursette  disposable  formula  bottle  will,  no 
doubt,  interest  many  parents.  In  keeping  with  our  dedi- 
cation of  “Serving  All  Needs  in  Infant  Nutrition,” 
Mead  Johnson  Laboratories  is  proud  to  make  this  new 
product  available  to  you  and  your  patients. 


©1964  MEAD  JOHNSON  & COMPANY,  EVANSVILLE,  INDIANA 
^NURSETTE  IS  A TRADEMARK  OF  MEAD  JOHNSON  & COMPANY 


Mead  Johnson 
Laboratories 

Symbol  of  service  in  medicine 

Visit  cur  Booth  No.  53  at  the  Annual  Meeting 


EnfamirNURSETTE 
ready- to -use 

disposable  infant  formula  unit 


THE 

ARTHRITICS 
WHO  COULD  NOT 
TAKE 
STEROIDS 


The  bane  of  the  steroids,  new  and  old,  has  been  t\ 
certain  undesirable  metabolic  effects  — including  s 
and  water  retention,  edema,  overstimulation  of  t 
appetite,  excessive  weight  gain,  mood  swings^ 
seemed  to  be  firmly  linked  to  the  primary  ar 
inflammatory  action.  For  arthritics  already  overweig 
or  with  cardiovascular  disease  complicated  by  ederr 
or  those  who  were  tense  and  anxious,  steroid  tre 
ment  could  aggravate  their  problems.  But  with  t 
advent  of  ARISTOCORT®  Triamcinolone,  many 
these  arthritics  became  “steroid-treatable.”  The  n 
son:  Not  only  did  this  steroid  provide  gratifying  rel 
of  inflammation  and  pain,  but  it  did  so  without  t 
penalty  of  overstimulation  of  the  appetite,  excess', 
weight  gain,  salt  and  water  retention,  edema,  a 
undesirable  euphoria.  Six  years  of  widespread  use  h 
confirmed  these  benefits  for  other  arthritics  as  well 
those  formerly  untreatable. 


Effects:  Since  it  may,  under  some  circumstances, 
rduce  many  of  the  unwanted  effects  common  to  all 
[;isone-like  drugs,  discrimination  should  always  be 
iircised  in  administering  ARISTOCORT®  Triamcino- 
>’3.  Any  of  the  Cushingoid  effects  are  possible,  as  are 
i^pura,  G.l.  ulceration,  increased  intracranial  pres- 
.3  and  subcapsular  cataract.  Corticosteroids  gen- 
rlly  may  mask  outward  signs  of  bacterial  or  viral 
i3ctions.  Catabolic  effects  to  watch  for  include 
iscle  weakness  and  osteoporosis.  Weight  loss  may 
:ur  early  in  treatment  but  is  usually  self-limiting. 
’ftraindications:  While  the  only  absolute  contra- 
^ications  are  tuberculosis,  herpes  simplex  and 
token  pox,  there  are  some  relative  contraindications 
viptic  ulcer,  acute  glomerulonephritis,  myasthenia 


gravis,  osteoporosis,  fresh  intestinal  anastomoses, 
diverticulitis,  thrombophlebitis,  psychic  disturbance, 
pregnancy,  infection)  to  weigh  against  expected 
benefits. 

Why  not  consider  ARISTOCORT®  Triamcinolone  when 
you  are  contemplating  steroid  therapy?  Both  you  and 
your  patient  will  be  gratified  with  the  results. 


MAXIMUM  STEROID  BENEFIT  - MINIMUM  STEROID  PENALTY 


Triamcinolone 

1 mg.,  2 mg.,  4 mg.  or  16  mg.  tablets 


OERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


270-4 


reduce 

or  obviate 
tlie  need  for 

transfusions 
and  their 
attendant 
dangers 


KOAGAMIN  is  indicated  whenever 
capillary  or  venous  bleeding 
presents  a problem. 
KOAGAMIN  has  an  outstanding 
safety  record  -■  in  25  years  of  use 
no  report  of  an  untoward  reaction 
has  been  received;  however, 
it  should  be  used 
with  care  on  patients 

with  a predisposition 


emostat 

Each  cc  contains:  5 mg.  oxalic  acid,  2.5  mg.  malonic 
acid,  phenal  0.25%;  sodium  carbonate  as  buffer. 


Complete  data  with  each  1 Occ  vial.  Therapy  chart  on  request. 


CHATHAM  PHARMACEUTICALS,  INC. 

Newark  2,  New  Jersey 


Distributed  in  Canada  by  Austin  Laboratories,  Ltd.  • Paris,  Ontario 


YOUR  PROFESSIONAL 
GROUP  ACCIDENT  AND 
SICKNESS 

INSURANCE  POLICY 

Approved  and  Recommended  by 
Your  Insurance  Committee  and 
Board  of  Directors 


☆ ☆ ☆ 


A Program  Designed  For 
The  Members  Of 

THE  ARIZONA  MEDICAL 
ASSOCIATION  JNC 

By  The 

NATIONAL  CASUALTY  COMPANY 
OF  DETROIT 


☆ ☆ ☆ 


For  Complete  Information 

CONTACT 

CHARLES  A.  DELEEUW 

3424  N.  Central  Ave.  — AAAherst  6-2403 


PIMA  COUNTY  REPRESENTATIVE 

RONALD  DEITRICH 

136  North  Stone  Avenue  MAin  3-0583 
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Arizona  Medicine 


DOCTOR,  WILL  YOU  SPeciFY  DESERET'S  brand  of 


MEPROBAMATE 

Desa-Bamate 


Proprietary  protection  of  your  prescription 
with  generic  economy  to  your  patient. 

DESERET  PHARMACEUTICAL  CO.  - Salt  Lake  City,  Utah 


POST-EZE  SYSTEMS  ARE  ^ ’ 
AVAILABLE  FOR; 

★ ACCOUNTS  RECEIVABLE 

★ ACCOUNTS  PAYABLE-  PURCHASES 

★ ACCOUNTS  PAYABLE -CASH  DISBURSEMENT 


Now,  small-  and  medium-size  offices 
can  effect  the  economies  of  mechanized 
accounting  without  buying  machines  or 
employing  specialized  operators. 

^ POST'HSl^  simplified  plans  save 
up  to  66%  of  time,  eliminate  trans- 
cription errors,  and  keep  all  records  up- 
to-date  and  in  balance,  because:  — 

ONE  writing  posts  all  records 
ONE  simple  proof  proves  all  records 

To  Learn  How  you  will  save  up  to  66% 
(it  only  takes  10  minutes) 

CALL  FOR  TRAINED  REPRESENTATIVE 


PRINTING  - LITHOGRAPHY  - ROTARY 


ALpine  4-6611 
3111  N.  29lh  Avenue 
PHOENIX,  ARIZONA 

MAm  2-2446 
604  N.  4th  Avenue 
TUCSON,  ARIZONA 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors;  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 
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Laboratories 


tile4ical  CeHtef  OC-^a^  an4  Clinical  ^ahhatcfif 


1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 


DIAGNOSTIC  X-RAY 
CLINICAL  PATHOLOGY 
ELECTROCARDIOGRAPHY 


X-RAY  THERAPY 
TISSUE  PATHOLOGY 
BASAL  METABOLISM 


R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.F.,  Director  Martin  L.  List,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Lorel  A.  Stapley,  M.D.,  Consultant  Pathologist 


THE  DIAGNOSTIC  lABORATORY 

Complete  Medical  Laboratory  Service,  X-Ray  Diagnosis 
Radiation  Therapy,  Radioactive  Isotopes 


DEPARTMENT  OF  PATHOLOGY  j / DEPARTMENT  OF  RADIOLOGY 

MAURICE  ROSENTHAL,  M.D.  I | MARCY  L SUSSAAAN,  M.D. 

GEORGE  SCHARF,  M.D. 

SEYMOUR  B.  SILVERMAN,  AA.D. 

BLAND  GIDDINGS,  M.D. 

GERALDINE  PACE,  M.D. 

Diplomates  of  the  American  Boards  of  PATHOLOGY  and  RADIOLOGY 

n 30  E.  McDowell  Rd.  • Phoenix,  Arizona 

Phone  AL  8-1601 

Information,  Price  Lists  and  Mailing  Containers  upon  request. 
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Pharmacy  Directory 


Your  Prescription  Store 


DIERDORF  PHARMACY 


Phone  BR  5-5212 

2315  N.  24th  St.  Phoenix,  Arizona 

Milburn  F.  Dierdorf 


Fairmont  Pharmacy 

3231  East  McDowell  Road  Phoenix,  Arizona 

PRESCRIPTIONS  - DRUGS  - COSMETICS  - FOUNTAIN 
BRidge  5-5719  FREE  DELIVERY 


<3n  iScottsclale  call 

Lute's  Scottsdale  Pharmacy 

For 

PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1st  National  Bank 


SRUTWA  PHARMACIES,  INC. 

WH  5-3791 

Scottsdale  Medical  Center 
21  8 E.  Stetson  Drive 
Scottsdale,  Arizona 


Serving  Arizona 
Health  Needs 
Since  1908 


Phoenix  - Tucson  - Scottsdale  - Mesa  - Tempe 
Maryvale  - Glendale  - Westown  - Sunnyslope 
Paradise  Hills  - Globe  - Miami 
Casa  Grande  - Wickenburg 


DOCTORS'  CENTRAL  DIRECTORY 

Helen  M.  Barrasso,  R.  N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 
CALL  EA  7-7471 
At  Your  Service  24  Hours  Daily 
3029  E.  2nd  St.  Tucson,  Arizona 

"Established  1932" 


BUTLER'S  REST  HOME 

• Bed  Patients  and  Chronics 

• Television 

• 24  Hour  Nursing  Care 

• Excellent  Food  • State  Licensed 

802  N.  7th  St. 

Phoenix,  Arizona 

Telephone  AL  3-2592 

April,  1964 
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Physicians’  Directory 


E.  A.  GATTERDAM,  M.D. 

Fellow,  American  College  of  Chest  Physicians 
Fellow,  American  College  of  Allergists 
Academy  of  Allergy 

JOHN  F.  McKENNA,  M.D. 

Associate  Fellow^ American  College  of  Allergists 
Professional  Building,  15  E.  Monroe 
Phoenix  4,  Arizona  — Alpine  4-2174 


DANIEL  H.  GOODMAN,  M.D.,  F.A.C.P. 

Diplomate 

American  Board  of  Internal  Medicine 
and  Subspecialty  Board  of  Allergy 

31  W.  Camelback  Road  500  W.  10th  Place 

Phoenix  Mesa 

277-3337  969-3966 


HOWARD  M.  PURCELL,  JR.,  M.D. 

JAMES  A.  SMIDT,  M.D. 

ALLERGY  OF  CHILDREN 

American  Board  of  Pediatrics 
American  College  of  Allergists 

322  W.  McDowell  Rd.  PHOENIX,  ARIZONA 

Al  2-9731 


DERMATOLOGY 

GEORGE  K.  ROGERS,  M.D. 

DERMATOLOGY 

Diplomate  of  American  Board  of 
Dermatology  and  Syphilology 

Phone  Alpine  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 


MALIGNANT  DISEASE 

JAMES  M.  OVENS,  M.D. 
F.A.C.S.  F.I.C.S. 

Diplomate  American  Board  of  Surgery 
Cancer  and  Tumor  Surgery 
X-ray  and  Radium  Therapy 

333  W.  Thomas  Road  Phone  279-7301 
Phoenix  13,  Arizona 


A.  L.  LINDBERG,  M.D. 

Neoplastic  Diseases 
Tucson  Tumor  Clinic 

721  N.  4th  Ave.,  Tucson,  Arizona 
Phone  MAin  3-2531 


ORTHOPEDIC  SURGERY 

THE  ORTHOPEDIC  CLINIC 
ORTHOPEDIC  SURGERY 

W.  A.  Bishop,  Jr.,  M.D.,  F.A.C.S.*  — A.  L.  Swenson,  M.D. 
F.A.C.S.*  — Ray  Fife,  M.D.,  F.A.C.S.*  — Sidney  L.  Stovall,  M.D, 
F.A.C.S.*  - Thomas  H.  Taber,  Jr.,  M.D.,  F.A.C.S.* 

Robert  A.  Johnson,  M.D.  — Paul  E.  Palmer,  M.D. 

*Diplomates  of  the  American  Board  of  Orthopedic  Surgery 
2620  N.  3rd  Street  — Phoenix,  Arizona  — CR  7-621 1 


PATHOLOGY 

LOUIS  HIRSCH,  M.D. 
RALPH  H.  FULLER,  M.D. 
WILLIAM  M.  HINDMAN,  M.D. 
EDWARD  A.  BRUCKER,  M.D. 

Diplomates  American  Board  of  Pathology 
Clinical  Pathology  — Pathologic  Anatomy 

1641  N.  Tucson  Blvd. 

Tucson,  Arizona 


PSYCHIATRY 

LEO  RUBINOW,  M.D. 

PSYCHIATRY 
AM  6-0630 

224  E.  Thomas  Rd.  Phoenix,  Arizona 
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Physicians’  Directory 


RADIOLOGY 
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OAK  CREEK  MEDICAL  & 
DENTAL  CLINIC 
NOW  EXPANDING 

INTERNIST  NEEDED  - will  build  additional 
space  to  suit  your  individual  needs.  Excellent 
opportunity  for  board  eligible  or  certified 
internist.  New  50-bed  hospital  presently  under 
construction  in  Cottonwood.  Ideal  living  con- 
ditions in  Arizona's  most  delightful  year-round 
community.  Service  area  includes  five  com- 
munities with  approximate  population  of 
12,000.  No  board  certified  internist  presently 
available.  For  further  information  contact  Leo 
Schnur,  M.D.,  Box  196,  Sedona,  Arizona. 
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and  janitor  service  furnished.  PALM  CIRCLE 
MEDICAL  CENTER 

Contact:  Rex  E.  Umbenhaur,  D.D.S 
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BOARD  CERTIFIED  GENERAL 
SURGEON; 

Age  38;  married  with  family;  FACS;  licensed 
in  Arizona;  desires  association  with  group  or 
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SITUATION  WANTED 

University  trained  Thoracic  and  Cardiovascular 
Surgeon  with  7 years  experience  in  surgery 
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Association  or  position  with  hospital  preferred. 
Reply  ARIZONA  MEDICINE,  Box  63-1-11. 
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tempting  strawberry  taste  treat 
for  your  iron-deficient  patients 


Iron,  Vitamin  B Complex,  and  Vitamin  C 


Combines  iron  xvith  B complex  vitamins  in  a chewable  tablet 

Additional  information  available  upon  request.  Eli  Lilly  and  Company,  Indianapolis  6,  Indiana.  400137 


<S^ 


Benadryl 

(diphenhydramine 

hydrochloride) 

PARKE- DAVIS 


Throughout  the  pollen  season  this  time-tested  agent  provides  twofold  action  to  relieve 
allergic  symptoms.  Antihistaminic  action  relieves  nasal  congestion,  sneezing,  lacrima- 
tion,  and  pruritus.  Antispasmodic  action  relieves  bronchial  spasm.  Precautions:  Persons 
who  have  become  drowsy  on  this  or  other  antihistamine-containing  drugs,  or  whose 
tolerance  is  not  known,  should  not  drive  vehicles  or  engage  in  other  activities  requir- 
ing keen  response  while  using  this  product.  Hypnotics,  sedatives,  or  tranquilizers,  if 
used  with  this  product,  should  be  prescribed  with  caution  because  of  possible  addi- 
tive effect.  Diphenhydramine  hydrochloride  has  an  atropine- 
like action  which  should  be  considered  when  prescribing  it. 

BENADRYL  (diphenhydramine  hydrochloride)  is  supplied  in 

several  forms  including  Kapseals®  containing  50  mg.  4 3 3 6 4 PARKE,  DAVIS  4 COMPANY,  Detroit,  Michrgan  48232 


PARKE-DAVIS 


Help  protect  the  kidneys  and  other  threatened  organs 


When  treatment  of  hypertension  is  effective  the  danger 
of  damage  to  the  renal  system  is  reduced.^  - “Hyperten- 
sive patients  suffer  from  vascular  deterioration  roughly 
proportional  to  the  severity  of  the  hypertension . . . Reduc- 
tion of  blood  pressure  to  normotensive  levels  reduces 
or  arrests  the  progress  of  vascular  damage  with  a re- 
sultant decrease  in  morbidity  and  mortality.”^  Because 
Rautrax-N  lowers  blood  pressure  so  effectively,  it  will 
help  provide  this  important  protection  not  only  for  the 
kidneys  but  also  for  the  heart  and  brain  of  your  hyper- 
tensive patients.  Rautrax-N  is  effective  in  mild,^  moder- 
ate,®’'* or  severe  hypertension/’® 

Dosage:  Initially,  1 to  4 tablets  daily  preferably  at 
mealtime.  For  maintenance,  1 or  2 tablets  daily. 

Side  effects  and  precautions:  Rauwolfia  preparations 
may  cause  reversible  extrapyramidal  symptoms  and 
emotional  depression.  Caution  indicated  in  use  with 
depression,  suicidal  tendencies,  peptic  ulcer.  Minor  side 
effects:  diarrhea,  weight  gain,  nausea,  drowsiness.  Ben- 
droflumethiazide  may  cause  reversible  hyperuricemia 
and/or  gout,  unmask  latent  diabetes,  increase  glycos- 


uria in  diabetics.  Caution  indicated  in  use  for  patients 
on  digitalis,  with  severely  damaged  kidneys,  renal  in- 
sufficiency, increasing  azotemia,  cirrhosis.  Contraindi- 
cated in  complete  renal  shutdown.  Minor  side  effects: 
leg  or  abdominal  cramps,  pruritis,  paresthesias,  mild 
rashes. 


Supply:  capsule-shaped  tablets  providing 

50  mg.  Raudixin®  [Rauwolfia  serpentina  whole  root],  4 
mg.  Naturetin®  [bendroflumethiazide],  and  400  mg. 
potassium  chloride.  Rautrax-N  Modified— 50  mg.  Rau- 
dixin [Rauwolfia  serpentina  whole  root],  2 mg.  Nature- 
tin  [bendroflumethiazide],  and  400  mg.  potassium 
chloride,  in  capsule-shaped  tablets.  For  full  information, 
see  your  Squibb  Product  Reference  or  Product  Brief. 


References:  (1)  Moyer,  J.  H.,  and  Heider,  C.:  Am.  J.  Cardiol. 
9:920  (June)  1962.  (2)  Brest,  A.  N.,  and  Moyer,  J.  H.:  Penn- 
sylvania M.  J.  6i:545  (Apr.)  1960.  (3)  Berry,  R.  L.,  and  Bray, 
H.  P.:  J.  Am.  Geriatrics  Soc.  70:516  (June)  1962.  (4)  Hutchison, 
J.  C.:  Current  Therap.  ^ 

Res.  4:610  (Dec.)  1962.  oQUIBB 

(5)  Feldman,  L.  H.:  North  Squibb  Quality  ( 

Carolina  M.  J.:  25:248  —the  Priceless  Ingredient 
(June)  1962. 
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disability  without  debilitation 


supportive  oral  anabolic  therapy  • potent  • we  1 1 -tolerated 

Disabling  illness  or  injury  at  any  time  of  life  can  invite  a slowdown  in  the  natural  anabolic  processes 
or  acceleration  of  catabolic  processes,  resulting  in  a "wasting"  of  protein  and  minerals  needed  for 
tissue  repair.  Loss  of  weight  and  appetite,  strength  and  vitality,  may  be  the  evident  signs  of  this 
process,  frequently  accompanied  by  a lowering  of  mood,  interest  and  activity.  The  older  the  patient, 
the  more  pronounced  may  be  the  signs  of  debilitation.  A potent,  well-tolerated  anabolic  agent  plus 
a diet  high  in  protein  can  make  a remarkable  difference. 

WINSTROL'  STANOZOLOL 


...a  new  oral  anabolic  agent,  combines  high  ana- 
bolic activity  with  outstanding  tolerance.  Although 
its  androgenic  influence  is  extremely  low*,  women 
and  children  should  be  observed  for  signs  of  slight 
virilization  (hirsutism,  acne  or  voice  change),  and 
young  women  may  experience  milder  or  shorter 
menstrual  periods.  These  effects  are  reversible  when 
dosage  is  decreased  or  therapy  discontinued.  Patients 
with  impaired  cardiac  or  renal  function  should  be 
observed  because  of  the  possibility  of  sodium  and 
water  retention.  Liver  function  tests  may  reveal  an 
increase  in  BSP  retention,  particularly  in  elderly 

♦The  therapeutic  value  of  anabolic  agents  depends  on  the  ratio  of 
anabolic  potency  to  androgenic  effect.  This  anabolic-androgenic 
activity  ratio  of  Winstrol  is  greater  than  that  of  all  the  oral  anabolic 
agents  currently  in  use. 


patients,  in  which  case  therapy  should  be  discon- 
tinued. Although  it  has  been  used  in  patients  with 
cancer  of  the  prostate,  its  mild  androgenic  activity 
is  considered  by  some  investigators  to  be  a 
contraindication. 

Dosage  in  adults,  usually  1 tablet  Lid.;  young  wo- 
men, 7 tablet  b.i.d.;  children  (school  age),  up  to  1 
tablet  t.i.d.;  children  (pre-school  age),  V2  tablet  b.i.d. 
Shows  best  results  when  administered  with  a high 
protein  diet.  Available  as  scored  tablets  of  2 mg.  in 
bottles  of  100. 


Winthrop  Laboratories,  New  York,  N.  Y. 
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is  almost  invariably  a presenting 
symptom  in  cases  of  skeletal  muscle 

In  some  instances,  the  pain  subsides  on  relaxation  of  the  muscles  in  spasm.  In  others, 
relaxant  therapy  alone  fails  to  give  adequate  relief,  and  supplementary 

analgesia  (and  possibly  sedation)  are  indispensable,  as  in  cases  of: 

• • 

provocative  pain,  when  muscle  spasm  is  triggered  by  some  painful 
underlying  musculoskeletal  defect. 


residual  pain,  when  relaxation  of  severe  spasticity  leaves  a degree 
of  myalgia  that  tends  to  reinvoke  spasm. 

severe  pain,  when  the  degree  of  pain  is  such  as  to  cause  persistence 
of  symptoms  in  spite  of  relaxant  therapy. 

emotionally  aggravated  pain,  when  anxiety 

that  thwarts  the  efficacy  of  both  relaxant  and  analgesic  medication. 


or  agitation  creates  tension 


In  such  cases,  Robaxisal  and  Robaxisal-PH  have  proven  highly  effective  in  assuring  decisive 
and  comprehensive  relief.  The  Robaxisal  formula— of  Robaxin  (methocarbamol), 
the  potent  muscle  relaxant,  together  with  aspirin,  the  time-tested  and  proved  analgesic- 
produces  higher  plasma  salicylate  levels  than  equivalent  doses  of  aspirin  alone,  and  serves 
effectively  to  control  both  spasm  and  pain.  Robaxisal-PH’s  combination  of 
Robaxin  (methocarbamol)  with  the  analgesic-sedative  ingredients  of  the  Phenaphen 
formula— including  phenobarbital— helps  additionally  to  ease  apprehension. 


ROBAXISAE 

Each  pink-and-white  laminated  Tablet  contains: 

Robaxin  (methocarbamol,  Robins) 400  mg.  Aspirin  (5  gr.) 

U.S.  Pat.  No.  2770649 

ROBAXISAE-PH 

Each  green-and-white  laminated  Tablet  contains: 

Robaxin  400  mg.  Phenacetin  [\Vz  gr.)..,.97  mg.  Hyoscyamine  sulfate  0.016  mg. 

(methocarbamol,  Robins)  Aspirin  (114  gr.) 81  mg.  Phenobarbital  (14  gr.) . .8.1  mg. 

(Warning:  May  be  habit  forming) 


mp. 


“PAIN  & SPASM” 


-a  two-headed  dragon! 


Robaxisal  and  Robaxisal-PH  are  indicated  in 
strains  and  sprains,  painful  disorders  of  the  back, 
“whiplash”  injury,  myositis,  pain  and  spasm  asso- 
ciated with  arthritis,  torticollis,  and  headache  asso- 
ciated with  muscular  tension. 

Side  effects  such  as  lightheadedness,  slight  drowsi- 
ness, dizziness  and  nausea  may  occur  rarely  in 


patients  with  intolerance  to  drugs,  but  they  usually 
disappear  on  reduction  of  dosage. 

Contraindicated  for  patients  hypersensitive  to  any 
component  of  the  formulations.  There  are  no  spe- 
cific contraindications  to  methocarbamol,  and  un- 
toward reactions  are  not  to  be  expected. 


A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Virginia 


May,  1964 


299 


Butazolidirf 

Butazolidin® 

alka 


brand  of  phenylbutazone 
Tablets  of  lOOmg. 

Each  capsule  contains: 
phenylbutazone,  100  mg. 
dried  aluminum 
hydroxide  gel,  100  mg. 
magnesium 

trisilicate,  150  mg. 

homatropine 
methylbromide,  1.25  mg. 


It  works! 


Proved  by  over  a decade 
of  clinical  experience. 


Geigy  Pharmaceuticals 
Division  of  Geigy 
Chemical  Corporation 
Ardsley,  N ew  York 


The  Doctor  Patieat 
Relationship  Is  A 
Sacred  Trust  Always 

The  traditional  privacy  of  this 
long-standing  practice  is  an  im- 
portant one/  This  is  as  it  should 
be,  and  we  at  Blue  Shield  fully 
respect  it/  Our  part  is  as  a third 
party,  alleviating  financial  con- 
cern for  the  Patient  and  assuring 
a more  rapid  recovery/  We  are 
proud  of  this  part  we  play,  and 
appreciate  serving  both  the 
Patient  and  the  Medical  Profes- 
sion daily/ 

Qrizona  i surqicU- 

BLUE  o hie  La 

' constant  com|3anion  cf  l^/ue  cross 

Phoenix: 

331  West  Indian  School  Road 

Tucson: 

2545  East  Adams  Avenue 
John  C.  Foster 
Executive  Director 


following  traumatic  injury, 
patient  comfort  can  be  inci 
and  recovery  time  shortenec 
the  simultaneous  treatment 
of  both  pain  and  muscle  spa 
with  ‘Soma’  Compound. 


iTmiVIiKRIViiInitS 

cWmBiTSiiiT^KiM 

Vi 1 I u'j ivM«T3*iniH<iOii4<!^^  9 mi uUif i 

Who  developed 
the  first  compound 
charcoal  filter? 


HERE'S  THE  ANSWER  IN  BLACK  AND  WHITE: 


FIRST 
© A.  T.  Co. 


The  first  cigarette  with  a mod- 
ern compound  charcoal  filter 
was  introduced  by  The  Ameri- . 
can  Tobacco  Company  in  1958. 
Its  name:  Dual  Filter  Tareyton, 

Behind  the  introduction  of 
this  first  compound  filter  lay 
years  of  research  and  experi- 
mentation by  American  Tobac- 
co scientists  to  produce  a fitter 
that  would  improve  the  taste 
and  flavor  of  fine  tobacco.  This 
was  a large  order,  but  it  was 
filled  by  the  Dual  Fitter  Tareyton 
compound  fitter. 

With  an  outer  fitter  of  white 
cellulose  acetate  and  an  inner, 
fitter  of  activated  charcoal,  this 


compound  filter  is  just  the 
right  complement  to  Dual  Fitter 
Tareyton’s  quality  tobaccos. 
Proof  of  its  success  may  be 
seen  in  the  exceptional  loyalty 
Dual  Filter  Tareyton  smokers 
have  for  their  brand. 

Developing  and  perfecting 
the  first  compound  charcoal  fil- 
ter took  many  years.  Maybe  this 
proves  something:  our  persist- 
entdedicationtomaintaining— 
and  ever  improving— the  high 
I quality  of  our  products. 

I ForatTheAmericanTobacco 
Company, QUALITY  OF  PRODUCT 
[ IS  ESSENTIAL  TO  CONTINUING 
I SUCCESS. 
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NAVAJO:  Theodore  L.  Lothman,  M.D.,  President,  Box  397,  Hol- 
brook; Claude  H.  Peterson,  M.D.,  Secretary,  212-A  Bruch- 
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EXECUTIVE  COMMITTEE;  William  B.  Steen,  M.D.,  Chairman, 
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McNally,  M.D.  (Prescott);  Charles  P.  Neumann,  M.D.  (Tuc- 
son); John  H.  Ricker,  M.D.  (Phoenix). 

LEGISLATIVE  COMMITTEE:  Jesse  D.  Hamer,  M.D.  Chairman 
(Phoenix);  Walter  Brazie,  M.D.,  (Kingman);  John  S.  Carlson, 
M.D.  (Phoenix);  Bruce  N.  Curtis,  M.D.  (Safford);  Richard 

L.  Dexter,  M.D.  (Tucson);  Ben  P.  Frissell,  M.D.  (Phoenix); 
Paul  B.  Jarrett,  M.D.  (Phoenix);  W.  Shaw  McDaniel,  M.D. 
(Phoenix);  Derrill  B.  Manley,  M.D.  (Phoenix)!  Paul  J.  Matte, 
Jr.,  M.D.  (Phoenix);  George  C.  Truman,  M.D.  (Mesa). 

MEDICAL  ECONOMICS  COMMITTEE;  Ian  M.  Chesser,  M.D., 
Chairman  (Tucson);  James  F.  Blute,  Jr.,  M.D.  (Tucson); 
John  A.  Eisenbeiss,  M.D.  (Phoenix);  Benjamin  Herzberg, 

M. D.  (Phoenix);  Melvin  W.  Phillips,  M.D.  (Prescott). 

MEDICO-LEGAL  COMMITTEE:  Jack  E.  Brooks,  M.D.,  Chair- 
man (Phoenix);  Ian  M.  Chesser,  M.D.  (Tucson);  William  B. 
Helme,  M.D.  (Phoenix);  Harold  E.  Kosanke,  M.D.  (Tucson); 
Charles  P.  Neumann,  M.D.  (Tucson);  Donald  F.  Schaller, 
M.D.  (Phoenix);  George  A.  Spikes,  M.D.  (Douglas). 
PROCUREMENT  AND  ASSIGNMENT  COMMITTEE;  Joseph  M. 
Greer,  M.D.,  Chairman  (Phoenix);  John  F.  Currin,  M.D. 
(Flagstaff);  Robert  E.  Hastings,  Sr.,  M.D.  (Tucson);  Ruland 

W.  Hussong,  M.D.  (Phoenix);  Robert  M.  Matts,  M.D.  (Yuma); 
Joseph  P.  McNally,  M.D.  (Prescott). 

PROFESSIONAL  COMMITTEE;  Robert  B.  Leonard,  M.D. 
Chairman  (Phoenix);  James  D.  Alway,  M.D.  (Phoenix);  Earl 
J.  Baker,  M.D.  (Phoenix);  Otto  L.  Bendheim,  M.D.  (Phoe- 
nix); W.  Albert  Brewer,  M.D.  (Phoenix);  Roger  W.  Cole, 
M.D.  (Tucson);  Orin  J.  Famess,  M.D.  (Tucson);  Ray  Fife, 
M.D.  (Phoenix);  Harold  W.  Kohl,  Jr.,  M.D.  (Tucson);  Karl 

L.  Meyer,  M.D.  (Nogales);  Hermann  S.  Rhu,  M.D.  (Tucson). 
PROFESSIONAL  LIAISON  COMMITTEE:  Hugh  H.  Smith,  M.D., 

Chairman  (Tucson);  Jesse  D.  Hamer,  M.D.  (Phoenix);  Clyde 
W.  Kurtz,  M.D.  (Phoenix);  George  G.  McKhann,  M.D.  (Phoe- 
nix); William  G.  Payne,  M.D.  (Tempe);  Albert  L.  Rhoades, 

M. D.  (Phoenix);  Harold  J.  Rowe,  M.D.  (Tucson);  Delbert 

L.  Secrist,  M.D.  (Tucson);  Noel  G.  Smith,  M.D.  (Phoenix); 
Albert  G.  Wagner,  M.D.  (Phoenix). 

PUBLIC  RELATIONS  COMMITTEE:  James  E.  O’Hare,  M.D., 
Chairman  (Tucson);  Robert  H.  Bullington,  M.D.  (Phoenix); 
Howard  W.  Finke,  M.D.  (Superior);  Charles  H.  Finney, 

M. D.  (Phoenix);  C.  Herbert  Fredell,  M.D.  (Flagstaff);  Fred 

L.  Goff,  M.D.  (Douglas);  William  F.  Holsey,  M.D.  (Tuc- 
son); Robert  V.  Horan,  M.D.  (Miami);  Ralph  T.  Irwin,  M.D. 
(Yuma);  Paul  B.  Jarrett,  M.D.  (Phoenix);  John  F.  Kahle, 

M. D.  (Flagstaff);  J.  Edwin  Keppel,  M.D.  (Mesa);  William  H. 
Lyle,  M.D.  (Yuma);  Clarence  L.  Robbins,  M.ID.  (Tucson); 
Leo  L.  Tuveson,  M.D.  (Phoenix). 

PUBLISHING  COMMITTEE:  Robert  F.  Lorenzen,  M.D.,  Editor- 
in-Chief,  Chairman  (Phoenix);  R.  Lee  Foster,  M.D.  (Phoe- 
nix); John  R.  Green,  M.D.  (Phoenix);  Clarence  L.  Robbins, 
M.D.  (Tucson);  Preston  J.  Taylor,  M.D.  (Tucson). 
SCIENTIFIC  ASSEMBLY  COMMITTEE:  W.  Albert  Brexver, 

M.D.,  Chairman  (Phoenix);  John  S.  Carlson,  M.D.  (Phoenix); 
John  F.  Currin,  M.D.  (Flagstaff);  Richard  L.  Dexter,  M.D. 
(Tucson);  Warren  D.  Eddy,  Jr.,  M.D.  (Tucson);  T.  Richard 
Gregory,  M.D.  (Phoenix);  Delmer  J.  Heim,  M.D.  (Tucson); 
Ralph  A.  Jackson,  Jr.,  M.D.  (Tucson);  Richard  B.  Johns, 
M.D.  (Phoenix);  Frederick  W.  Knight,  M.D.  (Safford);  Fred 
H.  Landeen,  M.D.  (Tucson);  Charles  W.  McMoran,  M.D. 
(Sierra  Vista);  Deward  G.  Moody,  M.D.  (Nogales);  Arthiur 
R.  Nelson,  M.D.  (Phoenix);  James  E.  O’Hare,  M.D.  (Tucson); 
Melvin  W.  Phillips,  M.D.  (Prescott);  Edward  Sattenspiel, 
M.D.  (Phoenix). 
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TUBERCUUN,TINE7EST 

(Rosenthal)  Lederle 


TAKES 

...and  find 
thataTB 
screening  test 
has  never 
been  quite 
so  easy 

SWAB  THE  ARM- 
UNCAP  A TINETEST- 
PRESS-D/SCARD 
THAT'S  ALL 
THERE  IS  TO  IT. 

Comparable  to  the  Mantoux  in 
accuracy  and  sensitivity,  the 
TUBERCULIN,  TINE  TEST  is 
now  available  in  plastic- 
capped  units  uniquely  suited 
to  general  practice  needs. 

They  are  so  simple  to  use  that 
you  can  test  every  patient  with 
ease.  Since  it  requires  no 
refrigeration,  the  new  package 
of  five  Tine  Test  units  can 
stand  on  any  convenient  table 
in  your  examining  rooms,  ready 
for  routine  use.  Side  effects 
are  possible  but  very  rare: 
vesiculation,  ulceration  or 
necrosis  at  test  site. 
Contraindications,  none;  but 
use  with  caution  in  active 
tuberculosis. 

available  as  the  new  individually- 
capped  unit,  boxes  of  5,  or  in 
cartons  of  25 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River, 
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PROFESSIONAL  COMMITTEE 

Meeting  of  the  Professional  Committee  of  The  Arizona 
Medical  Association,  Inc.  held  Sunday,  March  22,  1964, 
in  the  French  Quarter  of  the  Safari  Hotel,  Scottsdale, 
Arizona,  convened  at  10:30  a.m.,  Robert  B.  Leonard, 
M.D.,  Chairman,  presiding. 

ROLL  CALL 

Present 

Drs.  Alway,  James  D.;  Brewer,  W.  Albert,  President- 
elect; Farness,  Orin  J.;  Henderson,  Charles  E.,  Secretary; 
Kohl,  Jr.,  Harold  W.;  Leonard,  Robert  B.,  Cbairman; 
Meyer,  Karl  L.;  Rhu,  Jr.,  Hermann  S.;  and  Steen,  Wil- 
liam B.,  President. 

Staff 

Messrs.  Boykin,  Paul  R.,  Assistant  Executive  Secretary; 
Robinson,  Bruce  E.,  Executive  Assistant. 

Guest 

Dr.  Moore,  William  J.,  Deputy  Commissioner,  Arizona 
State  Department  of  Health. 

Excused 

Drs.  Baker,  Earl  J.;  Bendheim,  Otto  L.;  Cole,  Roger 
W.;  and  Eife,  Ray. 

MINUTES 

The  minutes  of  the  meeting  of  the  Professional  Com- 
mittee held  December  1.5,  1963  were  approved  as  read 
by  the  Chairman. 

SUBCOMMITTEE  REPORTS 

Aging 

Doctor  Kohl  referred  to  receipt  of  a 200-page  book- 
let on  the  “Proceeding  of  the  Council  on  Aging”  which 
he  maintained  in  his  possession  and  it  will  be  available 
to  any  member  of  the  Association  on  request,  for  refer- 
ence. 

Doctor  Kohl  also  reported  on  a letter  dated  December 
30,  1963  addressed  to  Cbairman,  State  Medical  Associ- 
ation Committee  on  Aging,  from  Frederick  C.  Swartz, 
M.D.,  Chairman,  AMA  Committee  on  Aging,  relative 
to  the  formation  of  the  National  Council  on  Accredita- 
tion of  Nursing  Homes  sponsored  jointly  by  the  American 
Medical  Association  and  the  American  Nursing  Home 
Association,  to  carry  out  a nationwide  program  for 
promoting  high  standards  of  care  in  nursing  homes. 

The  committee  also  reviewed  a letter  from  Mrs.  Hazel 
Bennett,  R.N.,  Executive  Director,  Arizona  Nurses  As- 
sociation, dated  Eebruary  25,  1964,  directed  to  William 
B.  Steen,  M.D.,  President  of  ArMA  relative  to  the  many 
problems  encountered  in  providing  adequate  care  for 
patients  in  nursing  homes  in  Arizona  and  the  inability 
to  secure  and  obtain  good  nurses  for  positions  in  these 
homes. 

To  activate  the  program,  the  committee  determined  to 
request  information  from  the  Arizona  State  Department 
of  Health  relative  to  the  nursing  homes,  sheltered  care 
homes  and  domiciliary  care  institutions  in  the  State  of 
Arizona;  to  refer  this  information  to  the  subcommittee  on 
Aging  and  the  subcommittee  on  Hospitals,  Nursing  and 
Hard  of  Hearing,  that  they  may  prepare  recommenda- 
tions for  the  Professional  Committee  relative  to  accredi- 
tation of  nursing  homes,  the  nurses  program,  the  AMA 
program,  control,  limitations  and  other  data  on  the 
subject. 

It  was  regularly  moved  and  unanimously  carried  that 
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the  Professional  Committee  recommends  to  the  Board  of 
Directors  of  ArMA  that  it  look  with  favor  on  the  project 
of  the  American  Medical  Association  and  the  American 
Nursing  Home  Association  for  accreditation  of  licensed 
nursing  homes;  that  further  details  be  sought;  and  that  all 
information  relative  thereto  be  disseminated  to  the 
component  county  societies  for  their  action. 

It  was  regularly  moved  and  carried  that  we  accept  the 
report  of  the  sidocommittee  on  Aging. 

Cancer 

Doctor  Brewer  reported  on  the  current  status  of  cancer- 
registries  and  their  activities  for  the  edification  of  the 
committee. 

Doctor  William  J.  Moore,  Deputy  Commissioner,  Ari- 
zona State  Department  of  Health  stated  that  “if  the 
Arizona  Medical  Association  wishes  support  of  the 
Chronic  Disease  Division  of  the  State  Department  of 
Health  in  supplying  funds  and  personnel  to  develop  the 
( Cancer ) registry,  they  would  be  happy  to  do  this.” 

It  was  regularly  moved  and  unanimously  carried  that 
the  Professional  Committee  recommend  to  its  Board  of 
Directors  that  it  recxuest  of  Arizona  hospitals  with 
Tumor  Registries,  to  report  within  three  months  and 
annually  thereafter,  their  statistics,  to  the  subcommittee 
on  Cancer  of  the  Professional  Committee  of  The  Arizona 
Medical  Association,  Inc.;  and  the  Professional  Committee 
further  requests  the  Board  of  Directors  to  forward  the 
Professional  Committee’s  recommendations  to  the  State 
Cancer  Division  and  request  their  apjDroval  and  co- 
operation. 

Disaster  Medical  Care 

We’re  cognizant  of  the  action  of  this  committee  and 
the  Board  of  Directors  in  the  program  of  the  subcom- 
mittee on  Disaster  Medical  Care  and  that  the  action 
came  too  late  in  planning  of  the  Scientific  Assembly 
Committee  and  that  they  encourage  Doctor  Baker  to  have 
his  program  in  the  hands  of  the  Scientific  Assembly 
Committee  not  later  than  August  of  1964  for  the  1965 
Annual  Meeting. 

It  was  regularly  moved  and  unanimously  carried  that 
the  Professional  Committee  recommend  to  the  Board  of 
Directors  of  ArMA  that  it  recommend  to  the  Governor 
of  the  State  of  Arizona,  that  his  program  for  Civil  De- 
fense in  the  State  of  Arizona  be  included  and  made  a 
part  of  the  Disaster  Medical  Care  program  of  the  Ari- 
zona State  Department  of  Health. 

The  subject  of  medical  aspects  of  driver  limitations 
v’as  brought  to  the  attention  of  the  committee  by  the 
Chairman  and  discussion  was  held  on  the  subject. 

AMA’s  recommendations  for  driver  limitations  be 
conducted  at  least  under  the  following  conditions: 

1.  When  a license  ax^x^licant  displays  an  obvious 
physical  imj)airment. 

2.  When  a driver  has  been  involved  in  multii^le  ac- 
cidents witbin  a certain  calendar  period. 

3.  When  a driver  must  be  placed  in  tbe  assigned  risk 
pool  for  insurance  underwriting  caused  by  refusal 
of  commercial  insurance  carriers  to  assume  the  risk. 

4.  When  a driver  voluntarily  suggests  that  he  may- 
have  blacked  out  or  a medical  problem  contributed 
to  an  accident. 

Received  for  information. 
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MEETING  ADJOURNED  EOR  LUNCHEON  AT 
12:30  P.M. 

MEETING  RECONVENED  AT  2:05  P.M.,  ALL  MEM- 
BERS PRESENT  DURING  THE  MORNING  SESSION 
RESPONDING  “AYE”  TO  THE  ROLL  CALL. 

General  Medicine 

It  appears  there  has  been  some  confusion  relative 
to  the  subject  of  pohomyelitis  immune  globulin  and 
its  proper  term  “vaccinia  immune  globuhn,”  the  latter 
of  which  is  correct. 

It  was  directed  that  the  Editor-in-Chief  be  requested 
to  re-publish  the  announcement  on  vaccinia  immune 
globulin  as  was  carried  in  the  September,  1963  issue  of 
Arizona  Medicine  on  page  43A. 

Considerable  discussion  was  held  on  the  subject  of  the 
Council  on  Rural  Health  of  AMA  and  its  relationship  to 
rural  health  problems  in  Arizona.  It  was  indicated  many 
rural  health  problems  in  Arizona  were  of  an  indigent 
nature  and  of  the  non-migrant  migrant. 

It  was  regularly  moved  and  unanimously  carried  that 
the  Professional  Committee  recommend  to  the  Board  of 
Directors  to  request  the  Arizona  State  Department  of 
Health  to  report  on  the  extent  of  the  non-migrant  health 
problems  in  Arizona,  particularly  as  they  relate  to  Mari- 
copa and  Pinal  Counties,  for  the  edification  of  the  Pro- 
fessional Committee. 

It  was  regularly  moved  and  unanimously  carried  that  we 
accept  and  approve  the  report  of  the  subcommittee  on 
General  Medicine. 

Hospitals,  Nursing  and  Hard  of  Hearing 

The  committee  considered  at  length,  the  subject  of 
rules  and  regulations  for  convalescent  and  nursing  homes. 

It  was  regularly  moved  and  unanimously  carried  that 
the  Professional  Committee  re-affirms  its  previous  recom- 
mendation to  the  Board  of  Directors,  that  the  Arizona 
State  Department  of  Health  be  urged  to  require  that 
all  facilities  designated  as  hospitals  be  required  to  have 
a clinical  pathological  laboratory  and  radiological  facility 
within  the  hospital  and  that  nursing  homes  or  so  desig- 
nated institutions  shall  be  required  to  have  24-hour 
attendance  by  registered  nurses. 

A letter  of  pohcy  statement  on  hospitals  from  the 
AFL-CIO,  was  received  for  information. 

Maternal  and  Child  Health 

It  was  reported  the  membership  of  the  subcommittee 
on  Maternal  and  Child  Health,  as  finally  constituted,  is 
as  follows;  Doctors  Richard  S.  Armstrong  (Tucson) 
(PATH);  Martin  Cohen  (Yuma)  (OBG);  Owen  L. 
Cranmer  (Cottonwood)  (OBG);  Phihp  E.  Dew,  Secre- 
tary, (Tucson)  (PD);  Robert  S.  Ganehn,  Vice  Chairman 
(Phoenix)  (PD);  Max  J.  Kartchner  (Benson)  (CP); 
William  D.  Lawrence  (Phoenix)  (OBG);  John  H.  Mc- 
Evers  (Tucson)  (OBG);  Robert  E.  Montgomery  (Doug- 
las) (CP);  William  J.  Moore  (Phoenix)  (PH);  Maxwell 
R.  Palmer  (Tucson)  (ANES);  Herbert  E.  Pollock  (Tuc- 
son) (OBG);  Hermann  S.  Rhu,  Jr.,  Chairman  (Tucson) 
(OBG);  Joseph  Saba  (Warren)  (CP);  Edward  Satten- 
spiel  (Phoenix)  (OBG);  David  D.  Smith  (Flagstaff) 
(CP);  Martin  S.  Withers  (Tucson)  (PD);  and  Florence 
H.  B.  Yount  (Prescott)  (PD). 

The  chairman  of  the  subcommittee  reviewed  the 
correspondence  relative  to  the  statutory  requirements 


for  complete  physical  examination  in  addition  to  a 
serological  test  for  syphilis,  as  part  of  the  requirements 
for  a marriage  license. 

It  was  reported  there  is  on  record  an  Attorney  General 
Opinion  which  indicates  that  “the  extent  of  the  examina- 
tion meets  the  requirements  of  the  statute  so  long  as  it 
includes  the  serological  test  and  enables  the  physician 
to  certify  that  the  person  has  been  given  an  examination 
for  the  discovery  of  syphilis.” 

The  Chairman,  Doctor  Rhu,  presented  for  considera- 
tion of  the  committee,  a resolution  of  the  Arizona  Pedi- 
atric Society  and  the  Maricopa  County  Pediatric  Society 
relative  to  legislation  providing  state  control  inspection 
and  licensing  of  day  care  faciHties  for  pre-school  children 
in  Arizona. 

It  was  regularly  moved  and  carried  that  we  recommend 
to  the  Board  of  Directors  of  ArMA  that  we  accept  the 
resolutions  of  the  Arizona  Pediatric  Society. 

It  was  regularly  moved  and  unanimously  carried  that 
we  recommend  to  the  Board  of  Directors  that  is  support 
Senate  Bill  No.  260  now  before  the  26th  Arizona  State 
Legislature  for  hcensure  of  day  care  centers. 

It  was  determined  to  forward  this  recommendation 
to  the  Legislative  Committee  of  ArMA  by  direction  of 
three  members  of  the  Executive  Committee  of  ArMA  in 
attendance  at  this  Professional  Committee  meeting. 

Doctor  Rhu  briefed  the  Professional  Committee  on  the 
activities  of  the  subcommittee  on  Maternal  and  Child 
Health  relative  to  a recent  meeting  on  peri-natal  and 
pre-natal  morbidity  study  in  the  State  of  Arizona,  indi- 
cating a full  report  would  be  prepared  for  the  Profes- 
sional Committee  for  its  next  scheduled  meeting. 

It  was  regularly  moved  and  unanimously  carried  that 
we  accept  the  report  of  the  subcommittee  on  Maternal 
and  Child  Health. 

Mental  Health 

On  re-referral  of  the  Board  of  Directors  in  meeting 
held  February  9,  1964,  the  Professional  Committee  was 
asked  to  review  the  SKF  Cooperative  Plan  for  Mental 
Health  and  provide  the  Board  of  Directors  with  definite 
recommendations . 

It  was  regularly  moved  and  carried  that  we  refer  the 
subject  to  the  subcommittee  on  Mental  Health  for  fur- 
ther study  and  definite  recommendations;  that  we  write 
the  Arizona  State  Psychiatric  Society  for  its  comments 
and  recommendations  relative  to  this  specific  subject; 
and  that  we  issue  a formal  request  to  William  J.  Moore, 
M.D.,  Deputy  Commissioner,  Arizona  State  Department 
of  Health,  for  his  comments  relative  to  the  subject. 

The  Professional  Committee  reviewed  a letter  dated 
January  6,  1964  over  the  signature  of  Karl  E.  Voldeng, 
M.D.  of  Phoenix,  relative  to  proposed  legislation  (H.B. 
299)  for  a Commission  on  AlcohoUsm. 

The  Professional  Committee  directed  that  this  item  be 
referred  to  the  subcommittee  on  Mental  Health  with  a 
request  for  review  and  recommendation  before  the  next 
meeting  of  th  Professional  Committee  and  that  the 
subcommittee  contact  William  J.  Moore,  M.D.,  Deputy 
Commissioner,  Arizona  State  Department  of  Health,  for 
his  comments  relative  to  the  subject. 

The  committee  reviewed  a letter  dated  March  3,  1964 
over  the  signature  of  Frank  R.  Walls,  Administrator  of 
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the  Franklin  Hospital,  Phoenix,  offering  the  services  of 
W.  Werner,  a well  known  authority  in  the  field  of 
alcoholism,  as  a speaker  or  lecturer  on  alcoholism  free 
of  charge  to  any  professional,  church,  community  or 
civic  group  in  the  Phoenix  area.  Received  and  filed. 
Rehabilitation,  Industrial  Health  and  Crippled  Children 
Doctor  Alway  reported  that  no  new  problems  had 
come  to  the  attention  of  the  subcommittee  since  the  last 
meeting  of  the  Professional  Committee;  however,  a letter 
report  of  the  Co-Chairman  was  read  as  follows: 

“Information  coming  to  my  attention  as  regards  re- 
habilitation has  been  minimal.  It  might  be  reported  that 
we  have  continued  our  registration  with  the  AMA  Com- 
mittee on  Rehabilitation  indicating  active  directories  on 
rehabilitation  in  both  Pima  and  Maricopa  Counties.  In- 
formation has  been  sent  to  the  Arizona  Medical  Journal 
encouraging  Arizona  physicians  and  others  interested 
to  utilize  the  increasing  source  of  information  we  have. 
Additions  to  this  information  include  rather  extensive 
information  obtained  from  the  Division  of  Rehabilitative 
Medicine  at  Stanford  University  Medical  Center  as  well 
as  from  the  Rehabilitation  Institute  at  Chicago,  both 
of  which  are  interested  in  referral  patients.  I have  no 
information  referable  to  the  progress  or  activities  of  the 
Department  of  Rehabilitatioir  ot  the  University  of  Ari- 
zona but  hope  that  the  ad  hoc  Committee  which  has 
been  appointed,  will  have  information  to  present  to  the 
Professional  Committee  at  this  time.” 

Doctor  Farness  raised  question  as  to  the  assignment 
of  the  ad  hoc  Committee  of  the  Professional  Committee 
for  review  of  the  establishment  of  a Rehabilitation  Cen- 
ter at  the  University  of  Arizona  at  Tucson,  the  ad  hoc 
Committee  consisting  of  Orin  J.  Farness,  M.D.,  Chair- 
man; Roger  W.  Cole,  M.D.;  and  Harold  W.  Kohl,  Jr., 
M.D.  Many  suggestions  were  offered. 

It  was  regularly  moved  and  carried  that  the  Board  of 
Directors  of  ArMA  consider  the  necessity  for  urging 
the  need  for  medical  supervision  for  all  state  institu- 
tions seeking  funds  for  development  of  medical  facilities. 

It  was  regularly  moved  and  carried  that  the  report  of 
the  subcommittee  on  Rehabilitation,  Industrial  Health 
and  Crippled  Children,  be  accepted. 

Venereal  Disease  and  Medical  Education 

The  Board  of  Directors  of  ArMA  in  meeting  held  Feb- 
ruary 9,  1964,  referred  back  to  the  Professional  Com- 
mittee, the  subject  of  TV  spot  announcements  for  Ve- 
nereal Disease,  for  further  investigation  and  specific 
recommendation. 

It  was  recommended  that  Doctor  Moore,  Arizona  State 
Department  of  Health,  ascertain  by  survey  of  Arizona  TV 
stations  as  to  the  availability  of  time  for  showing  these 
spot  announcements  as  a public  service  and  report  to 
the  subcommittee. 

It  was  regularly  moved  and  carried  that  the  subject 
of  spot  announcements  and  movies  available  for  segre- 
gated audiences  be  researched  carefully;  that  an  attempt 
be  made  to  obtain  these  films  for  review  of  the  Profes- 
sional Committee  during  the  forthcoming  Annual  Meet- 
ing of  ArMA;  and  that  a complete  detailed  report  to- 
gether with  specific  recommendations  be  given  to  the 
Professional  Committee  at  its  next  meeting. 

MEETING  ADJOURNED  AT  4:30  P.M. 

Charles  E.  Henderson,  M.D.,  Secretary 


MORE  HELP  FOR 
THE  STRICKEN  HEART 


In  long-term 
treatment 
of  your  patients:: 
wlth'coronaff: 
insufficiency..,. 


■ PETN  (pentaerythritol  tetranitrate)  to  in- 
crease oxygen  supply 

■ plus  meprobamate  to  decrease  anxiety  and 
tension 


Unlike  phenobarbital,  meprobamate  is  not 
cumulative  and  does  not  cause  depression. 

Side  effects:  Pentaerythritol  tetranitrate 
may  infrequently  cause  nausea  and  mild 
headache,  usually  transient.  Slight  drowsi- 
ness may  occur  with  meprobamate  and, 
rarely,  allergic  reactions.  Precautions:  Me- 
probamate may  increase  effects  of  excessive 
alcohol.  Consider  possibility  of  depend- 
ence, particularly  in  patients  with  history 
of  drug  or  alcohol  addiction.  Contraindica- 
tions: Like  all  nitrate-containing  drugs, 
‘Miltrate’  should  be  given  with  caution  in 
glaucoma.  Complete  product  information 
available  in  the  product  package,  and  to 
physicians  upon  request.  Dosage:  1 to  2 
tablets,  before  meals  and  at  bedtime.  Indi- 
vidualization required.  Supplied:  Bottles 
of  50  tablets. 


CML-1055 


MILTRATE* 

meprobamate  200  mg. -t- pentaerythritol  tetranitrate  10  mg. 
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Both  the  Cream  and  Ointment  rarely  sensitize  and  are  bactericidal 
to  virtually  all  gram-positive  and  gram-negative  organisms  found  topi- 
cally, including  Pseudomonas  aeruginosa  and  Staphylococcus  aureus. 


Indications:  Wherever  infection  occurs  and  is  accessible  for  topical  therapy. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be  taken  if  this 
occurs. 


‘NEOSPORIN’®brand 

POLYMYXIN  B / NEOMYCIN  / GRAMICIDIN 

ANTIBIOTIC  CREAM 

Ingredients:  Each  gram  contains:  ‘Aerosporin’® 
brand  Polymyxin  B*  Sulfate  10,000  Units;  Neomy- 
cin Sulfate  5 mg.  (equivalent  to  3.5  mg.  Neomycin 
Base);  Gramicidin  0.25  mg. 

In  a smooth,  white,  water-washable  vanishing  cream  base 
with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid 
petroiatum,  white  petrolatum,  distilied  water,  propylene 
glycol,  polyoxyethylene  polyoxypropylene  compound, 
emulsifying  wax  and  0.25%  methylparaben  as  preservative. 

*U.S.  Patent  Nos.  2,565,057-2,695,261 

Available:  In  15  Gm.  tubes. 


‘NE0SP0RIN’®brand 

POLYMYXIN  B / BACITRACIN  / NEOMYCIN 

ANTIBIOTIC  OINTMENT 

Ingredients:  Each  gram  contains:  'Aerosporin'® 
brand  Polymyxin  B Sulfate  5,000  Units;  Zinc  Baci- 
tracin 400  Units;  Neomycin  Sulfate  5 mg.  (equiv- 
alent to  3.5  mg.  Neomycin  Base). 

Available:  Tubes  of  1 oz.,  V2  oz.  and  Va  oz. 

Complete  literature  available  on  request  from 
Professional  Services  Dept.  PML 

BURROUGHS  WELLCOME  & CO. 
(U.S.A.)  INC.,  Tuckahoe,  N.  Y. 
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"Leakers”  are  ampoules  with  minute  imperfec- 
tions in  the  seal.  You  can’t  readily  see  the  flaw, 
and  often  it’s  so  small  that  liquids  won’t  even 
drip  through;  but  microscopic  contaminants  can 
slip  in  to  render  the  contents  nonsterile  and  po- 
tentially dangerous.  ■ Detecting  "leakers”  is 
the  job  of  the  vat  and  the  blue  dye.  ■ Sealed 
Lilly  ampoules  are  placed  in  baskets,  submerged 


in  a vat  containing  methylene  blue,  and  sub- 
jected to  a vacuum.  If  there  is  an  imperfect 
ampoule  in  the  lot,  the  liquid  is  forced  out. 
When  the  vacuum  is  released,  the  blue  dye 
rushes  in.  ■ With  dye  as  the  spy,  elusive 
"leakers”  are  quickly  spotted  and  rejected  . . . 
another  of  the  many  controls  that  add  immea- 
surably to  the  quality  of  the  finished  product. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.S.A. 
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Pathologic  Aspects  of 
Chronic  Pulmonary 
Hypertension 

by 

Vladimir  I.  Kanjuh,  M.D. 

and 

Jesse  E.  Edwards,  M.D. 


An  understanding  of  the  pathological  aspects  of  pulmonary  hypertension 
is  essential  to  a physiologic  basis  of  therapy. 


PULMONARY  hypertension  only  rarely  is  a 
primary  condition.  Usually  it  is  a complica- 
tion or  one  manifestation  of  cardiac,  pulmonary 
parenchymal,  peripheral  venous,  or  a generalized 
disease.^  The  level  of  pulmonary  arterial  pres- 
sure is  an  expression  of  the  volume  of  pulmonary 
blood  flow  in  a given  period  of  time  and  of  the 
resistance  imparted  to  that  flow.  When  the  pul- 
monary arterial  pressure  is  elevated  it  represents 
one  of  two  possible  situations.  Either  pulmonary 
blood  flow  is  increased  in  conjunction  with  in- 
creased levels  of  pulmonary  vascular  resistance  or 
the  resistance  is  abnormally  high. 

The  term  pulmonary  vascular  resistance  as 
used  here  refers  to  a summation  of  the  factors 
causing  a barrier  to  the  flow  of  blood  through 
the  lungs. ^ The  components  of  the  barrier  take 
several  forms,  including  any  impediment  to  the 
flow  of  blood  from  the  pulmonary  veins.  The 
total  barrier  is  also  reflected  in  the  capacity  of 
pulmonary  vascular  bed.  The  smaller  the  bed. 

This  work  was  supported  by  Research  grant  HE-5694  of  the 
National  Heart  Institute,  United  States  Public  Health  Service. 

Dr.  Kanjuh  is  an  International  Postdoctoral  Research  Fellow 
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the  higher  is  the  barrier,  or  pulmonary  resis- 
tance, offered.  The  capacity  of  the  vascular  bed 
depends  upon  the  degree  of  vasoconstriction  and 
upon  luminal  obstruction  caused  by  intimal  le- 
sions or  by  particles  within  the  lumens  of  the 
vessels.  A decrease  in  capacity  of  the  pulmonary 
vascular  bed  also  results  when  part  of  the  bed 
is  ablated,  either  surgically  or  by  disease.  Also, 
for  a given  vascular  bed,  the  resistance  that  it 
offers  to  the  flow  of  blood  depends  upon  the 
volume  of  blood  that  is  delivered  into  the  sys- 
tem. When  the  volume  is  so  great  that  the 
bed  is  distended  nearly  to  its  full  capability  for 
distention,  addition  of  more  blood  will  result  in 
a rise  in  the  barrier  to  pulmonary  blood  flow. 
Resistance  also  varies  with  changes  in  intra- 
alveolar  pressure  and  with  variations  in  bellows 
action  of  tlie  lungs. 

It  is  evident  that  pulmonary  vascular  resist- 
ance is  a complex  phenomenon;  in  any  specific 
situation  it  may  be  impossible  to  identify  each 
component  element  and  what  part  it  plays  in 
contributing  to  the  total  resistance.  Neverthe- 
less, it  is  recognized  that  for  a particular  vol- 
ume of  blood  flow  the  resistance  offered  plays 
an  essential  role  in  governing  the  le\'el  which 
the  pulmonary  arterial  pressure  assumes. 
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TABLE 

Classification  of  Chronic  Pulmonary  Hypertension 

I.  PULMONARY  HYPERTENSION  WITH 

INCREASED  PULMONARY  FLOW. 

1.  Free  Communication  Between  Ventricles  or 

Great  Arteries. 

2.  Atrial  Septal  Defect. 

II.  PULMONARY  HYPERTENSION  WITHOUT 

INCREASED  PULMONARY  FLOW. 

1.  Pulmonary  Vascular  Disease. 

a.  Primary  luminal  obstruction. 

b.  Primary  intimal  disease. 

c.  Medial  hypertrophy. 

2.  Pulmonary  Parenchymal  Disease. 

3.  Pulmonary  Venous  Obstruction. 


Histologic  examination  of  the  lungs  in  patients 
with  pulmonary  hypertension  may  reveal  certain 
changes  that  contribute  to  pulmonary  vascular 
resistance.  Such  changes  taken  in  conjunction 
with  clinical,  radiologic,"  and  physiologic^  ob- 
servations may  serve  as  the  basis  for  a classifica- 
tion of  pulmonary  hypertension  (Table). 

We  shall  now  consider  the  highlights  of  the 
various  types  of  pulmonary  hypertension  within 
the  framework  of  the  classification  given. 


Pulmonary  Hypertension  With 
Increased  Pulmonary  Flow 

Free  Communication  Between  Ventricles 
or  Great  Arteries 

N CONDITIONS  characterized  by  a free  com- 
munication between  the  ventricles  or  between 
the  great  arteries,  such  as  a large  ventricular 
septal  defect  (Fig.  1),  wide  patent  ductus  ar- 
terious,  or  wide  surgical  anastomosis  between 
the  systemic  and  pulmonary  arteries®"^  the  systol- 
ic pressures  are  equal  in  the  two  ventricles  and  in 
the  systemic  and  the  pulmonary  arteries.  The 
shunt  through  the  communication  is  in  the  di- 
rection of  that  system  with  the  lesser  degree  of 
vascular  resistance  (Fig.  2).  In  infancy  and  for 
varying  periods  beyond  that  age  group  the  pul- 
monary vascular  resistance,  although  greater 
than  normal  pulmonary  vascular  resistance,  is 
lower  than  the  systemic.  When  an  opening  of 
the  type  named  is  present,  the  shunt,  therefore, 
is  in  a left-to-right  direction  and  its  volume  is 
usually  of  considerable  magnitude.*  In  this  cir- 
cumstance, the  small  pulmonary  arteries  and 
arterioles  show  medial  thickening  and  the  lumen 


Fig.  1. 

Large  ventricular  septal  defect  in  a 25  year-old  woman.  Defects  of  this  general  size  are  usually  associated  with 
a free  communication  between  the  ventricles  and  with  pulmonary  hypertension.  In  this  instance,  the  defect  is  of 
the  so-called  A-V  commune  type.  LEFT.  Left  ventricular  view.  The  defect  extends  obliquely  from  the  anterior 
leaflet  of  the  mitral  valve  across  the  outflow  portion  of  the  left  ventricle.  RIGHT.  Right  side  of  heart.  The 
defect  lies  under  the  septal  leaflet  of  the  tricuspid  valve  and  extends  against  the  septal  limb  of  the  crista  supra- 
ventricularis. 
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Fig.  2. 

Diagrammatic  portrayal  of  2 conditions  in  which  there  is  a free  communication  between  the  two  ventrieles 
or  great  arteries  with  a left-to-right  shunt.  LEFT.  Large  ventricular  septal  defect.  RIGHT.  Wide  patent 
ductus  arteriosus. 


of  the  vessels  are  more  narrow  than  in  control 
subjects®  ”.  At  this  stage,  characteristically,  there 
are  no  intimal  lesions. 

Because  the  pulmonary  vascular  resistance  is 
lower  than  the  systemic,  maintenance  of  pulmo- 
nary arterial  systolic  pressures  at  systemic  level 
is  dependent  upon  high  pulmonary  flow  rates. 
At  this  stage  those  structural  changes  present  in 
the  pulmonary  vascular  bed  are  potentially 
reversible.  Closure  of  the  abnormal  communica- 
tion ,whether  it  lies  between  the  great  arteries 
or  between  the  ventricles,  will  result  in  an  im- 
mediate reduction  in  the  level  of  pulmonary  ar- 
terial pressure^^  It  may  fall  to  normal  upon  clo- 
sure of  the  opening  or  some  degree  of  immediate 
fall,  though  incomplete,  may  be  followed  by  a 
gradual  fall  so  that,  with  time,  normal  levels 
of  pulmonary  arterial  pressure  may  be  ob- 
tained'*. The  medial  hypertrophy  of  the  pulmo- 
nary arterioles  and  muscular  arteries  will  regress 
and  eventually  structurally  normal  vessels  will 
result. 

It  is  recognized  that  in  the  untreated  patient 
the  stage  of  medial  hypertrophy  of  the  small 
pulmonary  vessels  is  followed  by  one  in  which 
intimal  lesions  appear.  These  lesions  are  oc- 
clusive, and  serve  to  raise  the  pulmonary  vas- 
cular resistance. 


As  the  pulmonary  vascular  resistance  rises, 
the  pulmonary  flow  may  continue  to  be  in- 
creased, as  a manifestation  of  a continuing  lef- 
to-right  shunt.  Ultimately,  as  the  pulmonary  vas- 
cular resistance  becomes  equal  to  or  exceeds  the 
systemic  resistance,  the  volume  of  pulmonary 
blood  flow  may  fall  to  normal  or  less  than  nor- 
mal. 

At  this  stage  a right-to-left  shunt  becomes  the 
dominant  factor  (Fig.  3).  It  is  apparent  that  a 
patient  first  observed  at  the  latter  stage  pre- 
sents a picture  qiiite  different  from  patients 
seen  in  the  stage  where  increased  pulmonary 
blood  flow  is  the  prominent  feature. 

Patients  who  are  in  an  intermediate  phase 
between  the  extremes  may  still  have  increased 
pidmonary  blood  flow.  In  these,  when  the  de- 
fect is  closed  and  the  volume  of  pulmonary 
blood  flow  is  reduced,  the  pulmonary  pressure 
falls  somewhat.  Yet  the  pulmonary  vascidar  re- 
sistance, at  least  in  the  weeks  or  months  that 
follow  the  operation,  will  usually  remain  ele- 
vated”. 

The  complicating  structural  changes  within 
the  pulmonary  vascular  bed  of  patients  having 
ventricidar  septal  defect  or  functionally  similar 
conditions  have  ade(]uately  been  describecr’'®”®. 
These  include  non-specific  intimal  fibrosis,  and 
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Fig.  3. 

Diagrammatic  portrayal  of  2 conditions  in  which  there  is  a free  communication  between  the  two  circula- 
tions with  high  levels  of  pulmonary  vascular  resistance  and  dominant  right-to-left  shunt  through  the  ab- 
normal opening.  LEFT.  Ventricular  septal  defect.  RIGHT.  Patent  ductus  arteriosus. 


Fig.  4. 

Photomicrographs  of  small  pulmonary  muscular  arteries  in  cases  of  large  ventricular  septal  defect.  LEFT. 
Non-specific  intimal  fibrosis  of  a branching  vessel.  Elastic  Tissue  Stain;  X 100.  RIGHT.  Necrosis  of  all  ele- 
ments of  arterial  wall  associated  with  leukocytic  infiltration  of  all  layers.  Arterial  necrosis  is  unusual  in  ventric- 
ular septal  defect.  H & E;  X 95. 
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Fig  6. 

Diagrammatic  portrayal  of  two  phases  in  atrial  septal  defect.  LEFT.  In  the  initial  stages  the  pulmonary 
pressure  is  normal  even  though  a large  left-to-right  shunt  is  present.  RIGHT.  As  occlusive  pulmonary  vascular 
lesions  develop,  the  pulmonary  arterial  pressure  rises.  A large  left-to-right  shunt  usually  continues,  but  a right- 
to-left  shunt  may  become  superimposed. 


plexiforni  and  dilatation  lesions  and  arteritis 
(Figs.  4 and  5). 

Atrial  Septal  Defect 

41/  HEN  an  abnormal  opening  lies  between  the 
I*  two  atria  the  fundamental  dynamics  are  dif- 
ferent than  when  the  opening  is  either  in  the 
ventricular  septum  or  between  the  aorta  and  a 
pulmonary  artery.  In  the  latter  two  conditions 
the  opening  allows  left  ventricular  pressure  to 
be  transmitted  into  the  pulmonary  arterial  sys- 
tem. In  atrial  septal  defect  such  transmission 
cannot  occur,  because  the  ventricles  and  great 
arteries  are  separated  by  the  ventricular  septum 
or  by  the  vessel  walls  which  divide  them. 

In  atrial  septal  defect  the  classical  situation 
during  childhood  and  for  varying  periods  into 
adult  life  is  that  large  volumes  of  pulmonary  flow 
are  associated  with  normal  or  near  normal  levels 
of  pulmonary  arterial  pressure  (Fig.  6,  Left). 
From  this  it  may  be  concluded  that  the  resistance 
offered  to  pulmonary  flow  is  lower  than  normal. 
The  pulmonary  vessels  are  thin-walled  and  their 
lumens  are  wide.  Intimal  lesions  are  not  present 
at  this  stage.  In  atrial  septal  defect  there  is, 
however,  a tendency  for  pulmonary  hypertension 
to  complicate  the  picture  at  some  time  during 
adult  life.  As  there  is  no  evidence  that  a rise 
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Fig.  5. 

Photomicrograph  of  muscular  pulmonary  artery  in 
large  ventricular  septal  defect.  Plexiform  lesions  in  2 
branches  of  a large  muscular  artery.  H & E;  X 100. 

in  pulmonary  flow  precedes  this  stage,  it  must 
be  concluded  that  the  elevation  in  pressure  is 
a result  of  an  increased  barrier  to  flow.  Histolo- 
gic examination  of  the  pulmonary  arterioles  and 
muscular  arteries  provides  evidence  for  an 
increase  in  pulmonary  resistance.  When  pul- 
monary hypertension  becomes  established  and 
the  right  ventricular  wall  thickens  a right-to-left 
shunt  may  appear  (Fig.  6,  Right). 
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In  atrial  septal  defect  the  primary  structural 
change  within  the  pulmonary  vascular  bed  is 
characterized  by  non-specific  thickening  of  the 
intima  of  small  pulmonary  arterial  vessels’’. 
Characteristically  the  intimal  lesions  occur  at 
the  junction  of  the  muscular  arteries  and  the 
arterioles  (Fig.  7,  Upper  and  Center  left).  Dur- 
ing the  period  when  the  pulmonary  vascular  re- 
sistance is  rising  as  a result  of  the  occlusive 
lesions,  the  volume  of  pulmonary  flow  continues 
to  be  large  and  the  pulmonary  arterial  pressure 
rises.  As  the  pulmonary  arterial  pressure  pro- 
gressively rises,  other  arterial  lesions  make  their 
appearance.  The  first  of  these  is  medial  hyper- 
trophy of  the  arterial  system  proximal  to  points 
of  intimal  thickening  (Fig.  7,  Center  right). 
When  the  pulmonary  arterial  pressure  rises  to 
systemic  levels,  the  characteristic  lesions  of  sus- 
tained systemic-level  pulmonary  hypertension 
with  typical  plexiform  and  “dilatation”  lesions 
appear®.  At  this  stage  the  structural  alterations 
become  indistinguishable  from  the  complicated 
picture  that  may  develop  in  such  conditions  as 
ventricular  septal  defect  or  patent  ductus  arteri- 
osus (Fig.  7,  Lower). 

Pulmonary  Hypertension  Without 
Increased  Pulmonary  Flow 

In  the  many  conditions  that  are  characterized 
by  elevated  pulmonary  arterial  pressure  without 


Fig.  7. 

Photomicrographs  of  pulmonary  arterial  vessels  in 
atrial  septal  defect  with  pulmonary  hypertension.  UP- 
PER LEFT.  Site  of  branching  of  a small  arterial  vessel. 
There  is  marked  intimal  fibrous  proliferation  causing 
virtual  obliteration  of  the  lumen.  It  is  considered  that 
this  lesion  represents  the  primary  change  leading  to 
pulmonary  hypertension  in  atrial  septal  defect.  Elastic 
tissue  stain;  X 400.  UPPER  RIGHT.  Small  muscular 
artery.  The  lumen  is  filled  with  fibrous  tissue.  This 
is  considered  an  early  change  in  the  lung  of  the  pa- 
tient with  atrial  septal  defect  and  pulmonary  hyper- 
tension. H & E;  X 370.  CENTER  LEFT.  Small  muscular 
artery.  The  lumen  is  markedly  narrowed  by  non-specific 
intimal  fibrous  thickening.  Elastic  tissue  stain;  X 340. 
CENTER  RIGHT.  Muscular  artery.  Predominantly  the 
change  in  this  vessel  is  medial  hypertrophy.  There  is 
focal  intimal  thickening,  as  well.  Elastic  tissue  stain; 
X 140.  LOWER  LEFT.  A large  muscular  artery  at  its 
site  of  branching.  The  lumen  of  the  parent  vessel  around 
the  ostium  of  the  branch  is  thickened  with  non-specific 
fibrous  tissue.  Beyond  this,  the  branch  dilates  and  the 
lumen  contains  a plexiform  lesion.  Elastic  tissue  stain; 
X no.  LOWER  RIGHT.  High  power  view  of  a small 
muscular  artery  at  the  site  of  its  plexiform  lesion.  The 
vessel  is  dilated  and  the  elements  of  the  media  are 
atrophic.  Characteristic,  frond-like  protrusions  of  ac- 
cumulations of  cellular  tissue  into  the  lumen  of  the 
vessel  causing  the  pattern  of  the  plexiform  lesion.  Elas- 
tie  tissue  stain;  X 400. 

increase  in  pulmonary  blood  flow  certain  an- 
atomic changes  may  be  observed  in  the  pulmo- 
nary vascular  bed.  These  include  luminal  ob- 
struction by  foreign  material,  intimal  fibrosis  and 
medial  hypertrophy.  Any  one  of  these  changes 
may  occur  alone  or  in  combination  with  the 
other  two.  Moreover,  these  changes  may  be 
associated  with  pulmonary  parenchymal  disease 
or  pulmonary  venous  obstruction. 

Pulmonary  Vascular  Disease 
Primary  Luminal  Obstruction 
Recurrent  Embolism  into  Major 
Pulmonary  Arteries 

The  patterns  of  embolism  to  major  pulmonary 
arteries  vary.  In  some  instances  the  event  is 
rapidly  fatal,  while  in  others,  the  patient  survives 
the  attack.  The  embolus  becomes  organized  and 
recanalized  (Fig.  8)  and  may  lead  to  the  state 
wherein  fibrous  bands  cross  the  lumina  of  large 
arteries’®  (Fig.  9).  Non-fatal  embolism  to  large 
pulmonary  arteries  has  a tendency  to  recur  over 
a period  of  months  or  years.  Patients  with  the 
latter  type  of  problem  are  of  particular  interest 
in  this  communication  as  they  represent  exam- 
ples of  chronic  pulmonary  hypertension.  In 
these,  the  pulmonary  blood  flow  is  either  normal 
or  lower  than  normal,  yet  the  pulmonary  pres- 
sure is  elevated.  The  appearance  of  pulmonary 
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hypertension  in  an  adult  patient  de  novo  is  al- 
\\a\'s  jnstifieation  for  suspecting  the  possibility 
of  this  condition.  If  the  condition  is  recognized 
earh'  enough  and  further  pulmonary  embolism 
pre\ented,  some  patients  may  tolerate  the  par- 
ticular level  of  pulmonary  arterial  pressure  at- 
tained. Unchecked,  this  condition  may  go  on 
to  such  a severe  degree  as  to  cause  the  right 
ventricle  to  fail. 

Thrombo-embolism  of  Small  Pulmonary 
Arteries  and  Arterioles 

This  designation  is  applied  to  an  insidiously 
progressive  condition  in  which  the  smallest  of 
arterial  vessels  are  occluded  by  thrombi  in  vari- 
ous stages  of  organization.  The  condition  differs 
from  recurrent  embolism  involving  large  pulmo- 
nary arteries.  Not  only  are  there  differences  in 
the  size  of  pulmonary  arteries  involved  but  there 
are  other  differences.  Recurrent  embolism  to 
large  pulmonary  arteries  may  be  attained  by 
episodes  from  which  a diagnosis  of  pulmonary 
embolism  may  be  suspected  clinically  and  clini- 
cal evidence  of  peripheral  venous  thrombosis 
may  be  encountered.  In  thrombo-embolism  of 
the  small  pulmonary  arteries  and  arterioles,  the 
latter  two  features  of  cases  with  embolism  to 
the  major  arteries  do  not  usually  apply. 

Signs  of  progressive,  and  ultimately  severe, 
pulmonary  hypertension  are  shared  by  cases 
having  thrombo-embolism  of  the  small  arteries 
with  cases  of  primary  pulmonary  hypertension^®. 


Fig.  9. 


Interior  of  a major  pulmonary  artery.  The  vessel  has 
been  opened  longitudinally.  Crossing  the  lumen  are 
several  strands  of  fibrous  tissue.  These  represent  residua 
of  a completely  organized  embolus. 
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Fig.  8. 

Photomicrographs  of  pulmonary  arteries  in  a case 
of  recurrent  pulmonary  embolism  to  large  and  small 
pulmonary  arteries.  UPPER.  A pulmonary  artery  and 
two  branches  are  occluded  by  a recent  embolus.  H & E; 
X 32.  LOWER  LEFT.  Wall  of  pulmonary  artery  and 
organizing  embolus  representing  a later  phase  of  em- 
bolism than  that  shown  above.  H & E;  X 96.  LOWER 
RIGHT.  An  elastic  pulmonary  artery.  An  intimal  nodule 
represents  a focus  of  organized  thrombotic  material 
probably  related  to  earlier  embolism.  Elastic  tissue 
stain;  X 90. 

The  etiology  of  this  condition  is  not  understood. 
Also,  as  the  name  might  imply,  it  is  uncertain 
whether  the  thrombotic  material  present  in  the 
vessels  arises  in  situ  or  whether  it  represents  a 
process  of  recurrent  embolism. 

Metastatic  Carcinoma 

Metastatie  carcinoma  may  cause  an  insidious 
form  of  pulmonary  hypertension  when  extensiv'e 
embolism  of  particles  of  tumor  occur  to  the  small 
arterial  vessels  of  the  lungs"''h  Common  pri- 
mary sites  of  tumor  leading  to  metastatic  car- 
cinoma in  the  small  pulmonary  arterial  \ esscls 
are  the  stomach,  the  breast,  and  the  prostate 
gland.  At  the  sites  of  lodgement  of  embolic 
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Fig.  10. 

Several  types  of  embolism  involving  small  pulmonary  arterial  vessels.  UPPER  LEFT,  Metastatic  carcinoma  from 
primary  tumor  of  breast.  The  lumen  of  the  artery  contains  clumps  of  carcinoma  cells.  This  is  representative 
of  many  of  the  vessels  in  this  case  in  which  the  tumor  emboli  were  not  associated  with  secondary  thrombosis. 
H & E;  X 140.  UPPER  CENTER.  Amniotic  embolism.  A pulmonary  artery  is  filled  by  foreign  material  mostly 
mucous  and  debris.  Mucous  stain;  X 100.  UPPER  RIGHT.  Bone  marrow  embolism.  A muscular  artery  is  dis- 
tended by  an  accumulation  of  hematopoietic  and  adipose  tissue,  having  the  characteristic  structure  of  bone 
marrow.  H & E;  X 140.  LOWER  LEFT.  Fat  embolism.  In  a large  muscular  arteiy,  the  foamy  appearance 
of  the  blood  is  a manifestation  of  the  presence  of  particles  of  fat.  Similar  particles  were  present  in  smaller  ves- 
sels, including  the  capillaries.  H & E;  X 100.  LOWER  RIGHT.  A capillary  is  distended  by  clear  material 
conforming  to  the  pattern  of  droplets  observed  in  other  sections  stained  for  fat.  Obstruction  of  pulmonary  cap- 
illaries is  one  of  the  features  in  fat  embolism.  H & E;  X 570. 


particles  of  malignant  tumor  thrombosis  occurs. 
The  thrombus  may  propagate  and  with  organi- 
zation of  the  thrombus  at  the  site  of  tumor  im- 
paction the  tumor  tissue  may  be  crowded  out. 
As  a result  of  either  or  both  of  these  circum- 
stances, individual  sections  of  an  occluded  pul- 
monary arteriole  may  show  only  evidence  of 
organized  thrombus  with  no  identifiable  tumor. 
Usually,  however,  other  vessels  will  reveal  the 
presence  of  tumor  and  serve  to  identify  the 
basis  for  the  extensive  occlusive  pulmonary  vas- 
cular disease.  When  tumor  is  identified  in  pulmo- 
nary vascular  arteries  and  arterioles  it  is  common 
that  the  lesions  collectively  will  represent  vary- 
ing ages.  Such  observations  support  the  concept 
that  the  embolism  of  particles  of  tumor  occurs 


over  a period  of  weeks  or  months.  In  a rare  case 
there  may  be  widespread  occlusion  of  small  pul- 
monary vessels  by  particles  of  tumor  but  with- 
out associated  thrombosis  (Fig  10,  Upper  left). 
Such  a phenomenon  suggests  that  in  some  cases 
a massive  shower  of  small  neoplastic  particles 
may  occur  at  one  time. 

It  is  uncommon  that  the  pulmonary  hyperten- 
sive feature  of  metastatic  carcinoma  plays  a 
dominant  role  in  the  clinical  picture  of  the  pa- 
tient. When  an  association  is  recognized, 
dyspnea  and  sudden  death  are  events  attribut- 
able to  this  peculiar  type  of  metastatic  disease. 
Usually,  however,  the  primary  tumor  and  other 
metastatic  foci  serve  to  attract  the  attention  of 
the  clinician  more  than  do  the  metastatic  lesions 
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in  the  small  pulmonary  arterial  vessels.  It  is 
to  be  recognized  that  this  type  of  metastatic 
carcinoma  need  not  be  associated  with  any  foci 
of  metastatic  carcinoma  in  the  parenchyma  of 
the  lung.  The  thoracic  roentgenogram  may  yield 
a normal  picture  with  regard  to  the  parenchyma 
while  signs  of  pulmonary  hypertension  may  be 
evident. 

Amniotic  Embolism 

Amniotic  embolism  is  recognized  as  a compli- 
cation of  pregnancy  occurring  during  labor.  It 
is  characterized  by  amniotic  contents,  including 
particles  of  fat,  mucus  and  epithelial  debris 
entering  the  maternal  veins.  Traveling  within  the 
mother’s  vascular  system  this  foreign  material 
lodges  in  the  pulmonary  arterioles  and  small 
arteries  (Fig.  10,  Upper  center).  In  established 
cases  death  occurs  shortly  after  the  appearance 
of  symptoms  of  pulmonary  vascular  obstruction. 
It  is  evident  that  in  the  classical  case  of  amniotic 
embolism  the  problem  of  pulmonary  hypterten- 
sion  occupies  a very  short  period  of  time. 

The  question  remains  as  to  whether  these 
are  examples  of  amniotic  embolism  which  do 
not  follow  the  rapid  and  fatal  course  of  the  clas- 
sic case.  Usually  in  biologic  material,  mechanical 
problems,  such  as  vascular  obstruction,  are  rep- 
resented by  many  gradations  if  one  views  a 
sufficiently  large  sample  of  subjects.  It  there- 
fore seems  probable  that  non-fatal  cases  of  amni- 
otic embolism  may  occur.  If  this  is  so,  there  may 
be  women  who  have  suffered  such  a minor 
degree  of  the  process  that  they  have  not  mani- 
fested any  measurable  disturbance  of  the  cir- 
culation. Others,  perhaps,  experience  chronic  pul- 
monary hypertension.  Where  then,  are  these 
cases?  One  is  immediately  led  to  wonder  about 
the  cases  of  thrombo-embolism  of  small  pulmo- 
nary arterial  vessels  and  about  those  examples, 
yet  to  be  considered,  of  so-called  primary  pul- 
monary hypertension^^  Attempts  to  identify  am- 
niotic elements  in  the  pulmonary  vascular  bed 
in  cases  of  chronic  pulmonary  hypertension  have 
so  far  been  unsuccessful.  Before  leaving  this 
hypothetical  problem  it  might  be  anticipated 
that  over  a period  of  time  amniotic  emboli  might 
stimulate  the  formation  of  thrombi  and  them- 
selves disintegrate  so  as  not  further  to  be  rec- 
ognized. 

Embolism  of  Fat  or  Bone  Marrow 

Embolism  of  fat  and/or  bone  marrow^  to 
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the  pulmonary  circulation  is 'a  recognized  com- 
plication of  fractures,  particularly  of  the  long 
bones  and  in  this  problem  embolism  of  fat  is 
usually  the  dominant  of  the  two  (Fig.  10,  Upper 
right  and  Lower).  Surgical  manipulation  of 
adipose  tissue  may  also  lead  to  fat  embolism.  In 
fat  embolism  some  of  the  globules  of  fat  are 
sufficiently  small  as  to  pass  through  the  pul- 
monary capillaries  and  ultimately  to  lodge  in 
capillaries  of  various  organs,  including  the  brain, 
retina  and  kidney.  Non-fatal  fat  embolism  is 
probably  very  common.  In  fatal  cases  the  ele- 
ment of  obstruction  of  cerebral  vessels  appears 
more  important  than  pulmonary  vascular  ob- 
struction. Lodgement  of  fat  plobules  in  the 
vessels  is  not  ordinarily  attended  by  thrombosis. 
With  time  globules  of  fat  (not  particles  of  bone 
marrow)  are  removed  from  these  sites  of  lodge- 
ment. These  circumstances  probably  explain  the 
phenomenon  that  fat  embolism  is  not  usually 
an  underlying  factor  in  chronic  pulmonary  hy- 
pertension. Rarely,  if  ever,  is  embolism  of  bone 
marrow  sufficiently  extensive  as  to  cause  chronic 
pulmonary  hypertension.. 

Parasitic  Disease 

Parasitic  disease  does  not  play  a major  role 
among  causes  of  pulmonary  hypertension  in 
this  country  but  it  is  an  important  problem  in 
those  geographic  areas  where  such  conditions 
are  common.  The  classical  example  of  this  prob- 
lem is  bilharzia  wherein  ova  lodge  in  small  pul- 
monary arterial  vessels.  These  bodies  and  the 
thrombi  that  they  stimulate  to  form  may  eause 
extensive  pulmonary  vascular  obstruction^’^*^. 

Primary  Intimal  Disease 

Within  the  framework  of  the  classification 
used  here  primary  intimal  disease  is  the  least 
common  variety  of  pulmonary  hypertension.  This 
is  seen  in  both  pulmonary  arteritis  and  in  an 
idiopathic  phenomenon,  so-called  primary  pul- 
m.onary  hypertension. 

Pulmonary  Arteritis 

In  any  state  of  existing  pulmonary  hyperten- 
sion, possibly  at  times  of  peaks  of  elevation  in 
pressure,  acute  necrosis  and  secondary  inflam- 
mation may  become  evident  in  the  small  pulmon- 
ary arterial  vessels^^'^'k  Also,  arteritis  may  follow 
lodgement  of  septic  emboli  or  it  may  be  a com- 
plication in  areas  involved  by  granidomatous 
disease.  Pulmonary  arteritis  may  be  a feature  of 
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systemic  periarteritis  nodosa.  In  other  cases,  ar- 
teritis restricted  to  the  lung  may  be  a peculiar 
manifestation  of  a hypersensitivity  state^®. 

The  lesions  contribute  to  increased  vascular 
resistance  in  several  ways,  the  most  prominent 
of  which  is  intimal  thickening  through  the  cellu- 
lar infiltrate  of  the  acute  stage  or  the  fibrosis  of 
the  healed  one.  As  the  medial  layer  is  often 
necrotic,  malfunction  of  this  layer  may  perhaps 
be  a contributing  element  to  increased  vascular 
resistance. 

Primary  Pulmonary  Hypertension 

Pulmonary  hypertension  rarely  occurs  without 
any  associated  change  or  circumstance  that 
might  explain  the  process.  In  cases  of  this  type 
the  term  primary  or  idiopathic  puh7i07iary  hyper- 
tension  is  applied®®'®®. 

In  some  instances,  particularly  in  adults,  one 
may  recognize  an  intimal  disease  of  the  arteri- 
oles. This  is  characterized  by  non-specific  fi- 


brous thickening  of  this  layer.  No  thrombi  are 
associated.  Vessels  which  lie  proximal  to  the  ob- 
structed aterioles  show  medial  hypertrophy.  The 
latter  process  may  be  considered  to  result  from 
elevation  of  the  pulmonary  arterial  pressure 
caused  by  the  arteriolar  disease.  Once  estab- 
lished, medial  hypertrophy  may  contribute  to 
increasing  vascular  resistance.  Moreover,  when 
the  pressure  rises  to  levels  which  usually  pre- 
vail in  the  systemic  circulation,  plexiform  lesions 
and  arteritis  may  appear  and  further  compound 
the  high  levels  of  pulmonary  vascular  resistance. 

Rarely,  children  are  affected  with  pulmonary 
hypertension  of  idiopathic  nature.  In  these,  the 
primary  change  appears  to  be  one  of  medial  hy- 
pertrophy which  possibly  represents  a retention 
of  a fetal-type  of  pulmonary  vessels®^  Such  cases 
bear  structural  similarity  to  the  changes  in  high 
altitude  residents  but,  as  yet,  no  explanation  for 
the  stimulus  to  retention  of  medial  hypertrophy 
has  adequately  been  advanced. 
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Low  Backache  In  Women; 
A Gynecological  Problem? 

by 

George  H.  Gardner,  M.D. 


d Low  backache  is  rarely  a gynecological  problem  but  some  pelvic  path- 
II  ology  can  be  a contributing  factor  to  this  common  complaint  of  women. 


My  presentation  this  morning  may  call  for 
a word  of  explanation.  No  one,  and  I mean 
just  that,  no  one  would  classify  it  as  a scientific 
discourse  or  as  a something  that  is  truly  erudite. 
Yet  you  must  believe  me  that  it  has  a story  to 
tell  — a message  for  each  of  you,  and  one  which 
is  simplicity  itself,  in  its  applieation,  and  one 
whieh  should  prove  invaluable  to  each  of  you  in 
your  every-day  practice  — Yes,  probably  in- 
valuable to  you,  everyday,  since  all  of  you  are 
practitioners  of  Obstetrics-Gynecology. 

May  I remind  you  that  every  physician  wheth- 
er in  full-time  private  practice,  whether  full- 
time on  the  faculty  of  a Medical  School,  or 
whether,  as  is  true  with  those  of  us  from  North- 
western, in  private  practiee  devoting  much  of 
our  time  to  aeademic  medieine,  but  as  volunteer 
members  of  the  Faculty  in  the  Dept,  of  OB- 
GYN,  I repeat,  all  of  us,  and  of  all  categories, 
have  a three-fold  responsibility  to  our  profession, 
to  our  specialty,  to  womankind  and  to  ourselves, 
namely  — to  become  as  expert  as  possible  in  the 
art  of  clinical  practice;  to  pass  on  to  others  — 
patients,  nurses,  house-officers  and  other  phy- 
sicians, what  we  have  learned  ourselves  thru 
reading,  thru  observation,  thru  years  of  experi- 

Presented  at  the  Twelfth  Annvial  Meeting  of  the  Southwest 
Obstetrical  and  Gynecological  Society,  Phoenix,  Arizona,  October 
10-13,  1962. 

From  the  Department  of  Obstetrics  and  Gynecology  of  North- 
western University  Medical  School  and  Chicago  Wesley  Memorial 
Hospital,  Chicago. 


ence  — and  that  is  teaching;  and,  finally,  to  in- 
crease the  sum  total  of  knowledge  in  Medicine, 
but  especially  in  our  specialty,  thru  observa- 
tion, basie  studies  and  experimentation  — and 
such  is  research. 

However,  most  of  us  seem  to  believe  that  re- 
search is  limited  to  activities  in  the  laboratory, 
that  it  can  only  be  productive  when  these  ac- 
tivities involve  test-tubes  and  laboratory  animals; 
apparently,  we  have  forgotten  that  clinical  ap- 
plication is  the  “proof  of  the  pudding”  for  all 
basic  research  and  that  keenness  in  observing, 
objectivity  in  drawing  conclusions,  and  great 
care  in  reporting,  are  fundamental  aspects  of 
every  type  of  research.  And  that  includes  clini- 
cal investigations  — a type  of  research  which  is 
available  to  all  of  us,  and  a type  of  activity  in 
which  all  of  us  should  engage  much  more  ae- 
tively,  if  for  no  other  purpose  than,  simply  be- 
cause everyone  who  does  so  will  be  a far  better 
clinician  because  of  such  work  — the  man  who 
does  the  investigation  stands  to  profit  most  from 
his  studies.  Who  is  there  to  doubt  that  the  day 
each  of  us  entered  on  the  study  of  Medicine,  on 
that  particular  day  he  dedicated  himself  to  a 
life  of  constant  study,  since  Medicine  presents 
an  ever  changing  panorama  of  progress,  of  ad- 
vancement, of  change  — and  the  physician  who 
stops  studying,  is  dead  — at  least  he  is  dead 
professionally,  and  one  truly  to  be  pitied. 
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Hence,  my  presentation  might  possibly  be 
considered  scientific  since  it  is  based  on  study 
and  practice;  at  the  same  time  it  may  be  solely 
empiric,  since  it  is  based  on  continued  observa- 
tion and  increased  experience.  For  sure,  it  has 
resulted  solely  from  a clinical  investigation  of 
an  every-day  problem. 

This  morning  I wish  to  discuss  the  differen- 
tial diagnosis  of  low  backache,  to  be  sure 
from  the  point  of  view  of  a gynecologist;  and,  at 
the  same  time,  present  a practical  and  logical 
approach  to  the  problem,  which,  in  my  own 
experience  at  least,  has  yielded  a high  percent- 
age of  correct  evaluations  regarding  its  cause. 
Obviously  no  backache  can  be  treated  effective- 
ly, until  the  factors  responsible  have  been  deter- 
mined. 

Too  many  physicians,  botli  in  and  out  of  our 
specialty,  are  of  the  opinion  that  low  backache 
frequently  results  from  some  disease  process  in 
the  pelvic  organs.  Furthermore  our  patients  add 
to  the  confusion,  both  while  we  take  their  his- 
tories and  as  we  examine  them,  since  they,  them- 
selves, are  convinced  that  their  backache  is 
caused  by  trouble  with  their  “womb,”  and  thus 
attempt  to  focus  our  attention  on  the  generative 
tract,  as  we  search  for  its  cause.  A word  of  cau- 
tion, patients  with  low  backache  must  be  ap- 
proached with  one’s  “eyes  wide  open,”  and  with 
this  basic  premise  constantly  in  mind,  viz.  low 
backache  is  rarely  a gynecologic  problem.  One 
should  never  lose  sight  of  this  fact,  if  he  expects 
to  avoid  frequent  errors  in  diagnosis,  if  proper 
therapy  is  to  be  instituted,  and  if  our  prescribed 
program  of  management  is  to  be  effective.  Fur- 
thermore, I am  impelled  to  emphasize  that  this 
premise  — “low  backache  is  rarely  a gynecologic 
problem”  is  equally  true,  and  just  as  pertinent, 
even  though  the  backache  started  during  preg- 
nancy, was  first  noted  shortly  after  delivery,  or 
is  markedly  accentuated  during  menstrual  per- 
iods; and  it  is  especially  true  in  the  woman  with 
gross  genital  pathology  which  cause  other  symp- 
toms, and  which  need  to  be  corrected. 

Too  often  we  apparently  forget  that  the  back 
itself  undergoes  unusual  and  rather  extreme 
degrees  of  stress  and  strain  during  pregnancy, 
thanks  to  several  physiological  factors,  namely: 
alterations  in  posture,  necessary  to  compensate 
for  the  rapidly  growing  abdominal  tumor,  and 
softening  of  the  ligamentous  structures  of  the 
bony  pelvis.  We  are  also  prone  to  forget  that. 


during  labor,  particularly  prolonged  labor,  the 
back  undergoes  further  strain;  especially  is  this 
true  when  there  is  long-continued  general  an- 
esthesia, during  which  no  one  gives  thought  to 
positioning  the  patient  properly  on  the  delivery 
table.  Furthermore,  it  isn’t  just  the  patient,  her- 
self, who  ascribes  so  much  responsibility  to  the 
pelvic  organs  as  the  true  cause  of  symptoms  that 
are  aggravated  during  menstruation.  The  mere 
fact  that  a woman’s  backache  is  markedly  ag- 
gravated at  “that  time  of  the  month,”  in  no  way 
actually  incriminates  the  uterus,  tubes  or  ovaries 
as  its  cause.  Any  discomfort,  irrespective  of  its 
location  or  cause,  is  likely  to  be  exaggerated  be- 
fore and  during  menstrual  periods,  simply  be- 
cause women  are  more  sensitive  then,  both  to 
physical  pain  as  well  as  to  emotional  trauma, 
and  not  because  there  is  any  feature  of  menstru- 
ation which  actually  intensifies,  or  directly  af- 
fects the  true  cause  of  a backache. 

May  I REPEAT,  pelvic  disorders  are,  oh  so 
rarely,  the  cause  of  low  backache.  Conse- 
quently the  burden  of  proof  rests  on  anyone  who 
insists  that  they  are  at  fault.  All  too  often,  much 
needed  and  carefully  performed  gynecological 
surgical  procedures  are  followed  by  persistence 
of  the  backache,  much  to  the  chagrin  of  the  doc- 
tor, and  the  disgust  — frequently  vocal,  and  often 
vociferous  — of  the  patient. 

Please  do  not  misunderstand,  I realize  full 
well  that  the  pelvic  organs,  on  rare  occasions, 
may  be  responsible,  either  directly  or  indirectly, 
for  backache.  This  is  true  when  genital  pathology 
is  a major  factor  contributing  to  the  patient’s 
poor  general  health,  as,  for  example,  with  ex- 
tensive childbirth  relaxations  associated  with 
marked  descensus  of  the  uterus,  or  when  uterine 
myomata  cause  prolonged  gushing  menses  and  a 
progressively  severe  anemia.  Under  such  con- 
ditions, the  low  backache  is  most  likely  a fatigue 
phenomenon,  and  the  genital  pathology  may 
indirectly  contribute  to  an  inadequacy  of  the 
muscles  and  ligaments  of  the  back,  although 
such  can  hardly  be  considered  the  agent,  that  is 
directly  responsible  for  her  backache. 

Furthermore,  it  was  once  believed  that  cer- 
tain genital  lesions,  conceivably,  could  become 
a precise  focus-of-infection  responsible  for  sys- 
temic disease,  such  as  arthritis;  and  who  is  there 
to  doubt  that  arthritis  of  the  spine  is  one  of  the 
most  frequent  causes  of  low  backache.  Rut  that 
was  before  the  era  of  potent  antibiotics  which 
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of  themselves,  have  practically  eliminated  the 
whole  concept  of  foci  of  infection  as  the  cause  of 
any  of  the  present-day  human  ailments.  In  my 
own  thinking,  even  before  antibiotics  were  avail- 
able, there  \\as  very  little  to  prove  that  the 
genitalia  were  of  any  great  import  as  foci  of 
infection.  One  could  imagine  that  a persistent, 
hence  a chronic  abscess  might  be  incriminated, 
such  as  a suburethral  abscess,  or  a pyometra,  or 
an  ovarian  or  tubo-ovarian  abscess.  On  the  other 
hand,  there  were  those  who  viewed  the  healed 
residues  of  a pelvic  infection  and  chronic  cer- 
vicitis as  such  foci  and  this  was  a point  of  view 
that  never  had  any  appeal  for  me  and  never 
seemed  to  have  any  sound  basis  for  serious  con- 
sideration; nowadays,  thank  goodness,  antibiotics 
have  effectively  terminated  the  whole  idea  of 
foci  of  infection. 

THIRD  type  of  low  backache  indirectly  due 
to  genital  pathology,  or  at  least  to  a cessation 
of  ovarian  function,  is  that  form  of  arthritis,  more 
eorrectly  termed  arthralgia  which  occurs  at  the 
menopause,  apparently  from  some  metabolic 
disorder,  although  this  is  merely  an  opinion  and 
one  that  can  not  be  documented  or  substantiated 
by  facts. 

There  are  also  a few  gynecologie  disorders 
which  may  be  directly  responsible  for  low  back- 
ache, for  example:  inearcerated  benign  tumors, 
such  as  myomata  and  ovarian  cysts.  These  tu- 
mors may  beeome  adherent  when  complicated 
by  residues  of  a previous  pelvic  infection,  or 
when  accompanied  by  pelvic  endometriosis.  They 
give  rise  to  a pelvic  aching  discomfort,  but  never 
to  a backache  assoeiated  with  point  tenderness 
over  the  vertebral  bodies,  or  along  the  paraverte- 
bral muscles. 

Another  genital  cause  is  invasive  cancer,  par- 
ticularly spreading  cancer  of  the  cervix,  al- 
though cancer  of  the  endometrium  and  eancer  of 
the  ovaries  on  rare  occasions  may  also  give  rise 
to  a severe  form  of  back  pain;  under  these  con- 
ditions, however,  the  backache  is  only  one  other 
manifestation  of  generalized  pelvie  distress;  can- 
cer pain  is  excruciating  and  it  often  radiates 
into  the  legs;  it  is  likely  to  be  lancinating  in  char- 
acter, and  tends  to  be  worse  when  the  patient  is 
quiet,  is  trying  to  relax,  and  is  endeavoring  to 
rest. 

In  attempting  to  determine  a cause  for  the  vari- 
ous forms  of  low  backache,  I am  convinced  that 
a carefully  elicited  history  is  of  tremendous  as- 
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sistance  in  arriving  fairly  promptly  at  the  correct 
diagnosis.  In  the  first  place,  it  would  only  be  logi- 
cal to  inquire  about  the  exact  location  of  the 
backache;  any  backache  that  is  not  limited  to  the 
sacral  and  lumbosacral  regions  but  also  occurs 
over  the  upper  lumbar  and  thoracic  spine,  is  not 
caused  directly  by  genital  pathology.  Further- 
more, when  there  are  other  evidences  of  arthritis, 
notably  in  the  hands  and  fingers,  one  should  be- 
ware of  blaming  the  genitalia  for  a low  back- 
ache. Next,  one  should  inquire  about  the  nature 
of  the  ache;  e.g.,  is  it  a dull  affair,  that  bothers 
only  toward  the  end  of  the  day,  is  relieved  by 
bed  rest,  and  is  absent  the  next  morning?  This 
suggests  muscular  insufficiency  and  poor  pos- 
ture. Or  is  it  a sharp  distress  that  occurs  peri- 
odically in  attacks,  and  is  accompanied  by  a 
painful  stiffness  of  the  back  that  persists  for 
days  or  weeks,  after  which  all  of  the  pain  and 
stiffness  disappeared  completely.  Such  a his- 
tory suggests  myositis,  the  so-called  lumbago.  Or 
is  it  a severe,  constant,  boring  and  excruciating 
pain  from  which  the  patient  never  escapes;  this 
type  of  pain  suggests  cancerous  invasion  of  soft 
tissues,  and  metastases  to  bones. 

It  is  also  important  to  determine  when  the 
backache  started;  remember,  just  beeause  it  be- 
gan during  a pregnancy,  or  during  the  puer- 
perium,  in  no  way  incriminates  the  genital  or- 
gans. If  it  started  after  an  injury,  such  as  a fall 
or  a blow,  the  genitalia  are  not  likely  to  be  at 
fault.  If  it  started  as  a phase  of  a systemic  in- 
fection, it  probably  is  only  one  other  manifes- 
tation of  a polyarticular  arthritis. 

Furthermore,  it  is  important  to  inquire 
when  it  occurs;  i.e.,  is  it  constant,  as  one 
would  expect  from  either  invasive  caneer,  or 
an  incarcerated  tumor;  or  it  is  present  on  arising, 
so  that  the  patient  literally  has  to  roll  out  of  bed, 
but  tends  to  subside  after  a few  hours  as  she 
becomes  more  active;  this  is  the  type  of  backache 
characteristic  of  hypertrophic  arthritis.  Further- 
more, one  should  know  whether  it  is  a baekache 
that  occurs  towards  the  end  of  the  day,  when 
the  patient  is  tired  after  she  has  been  on  her 
feet  and  working  for  hours,  beeause  this  type 
of  backache  is  usually  caused  by  muscle  in- 
sufficiency, and  is  relieved  by  rest.  On  the  other 
hand,  a backache  that  occurs  at  the  time  of 
menstruation,  and  only  at  that  time  of  the  ))ionth, 
may  actually  be  caused  by  genital  pathology. 
However,  any  type  of  discomfort  is  likely  to  be 
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much  more  annoying  before  and  during  menstru- 
ation, because  at  that  time  a woman  is  much 
more  sensitive. 

Next,  it  is  advantageous  to  inquire  if  any 
particular  activity  tends  to  aggravate  the  baek- 
ache.  For  example,  is  it  an  ache  that  occurs  only 
at  the  end  of  an  unusually  long  and  trying  day, 
or  is  it  a sharp  pain  that  occurs  on  sudden 
change  in  position,  such  as  arising  after  having 
been  seated  for  some  time,  or  in  bending  over 
to  pick  up  something  from  the  floor.  When 
fatigue,  or  sudden  change  in  position,  induce 
or  aggravate  a backache,  one  can  be  almost 
certain  that  the  fundamental  cause  is  an  ortho- 
pedic problem,  and  not  one  for  the  gynecolo- 
gist. 

Equally  pertinent  are  the  factors  which  tend 
to  give  relief.  When  bed-rest,  heat  and  salicylates 
are  effective,  in  all  probability  the  patient  needs 
the  assistance  of  an  orthopedist,  and  the  problem 
is  far  removed  from  the  domain  of  gynecology. 
The  same  hold  true  when  proper  posture,  good 
corseting  and  shoes  with  adequate  support  are 
beneficial. 

It  must  be  apparent  that  a few  well-chosen 
questions  as  one  elicits  the  history  not  only  give 
insight  into  the  type  of  backache  with  which  we 
are  dealing,  but  in  fact  almost  make  the  diag- 
nosis; thereafter  it  can  usually  be  substantiated 
rather  promptly  by  the  physical  examination. 

TOO  OFTEN  gynecologists  are  so  intent  on 
determining  the  status  of  the  genital  organs, 
that  we  actually  omit  doing  any  semblance  of 
a general  physical  examination;  how  short- 
sighted, but  a fault  that  is  common  to  most 
specialists.  Certainly  the  least  we  can  do  for 
these  women  is  to  inspect  their  backs,  and  make 
some  pretense  of  looking  for  gross  abnormalities 
and  deformities;  we  should  also  palpate,  in  a 
search  for  points  of  tenderness.  The  woman  with 
marked  scoliosis,  or  an  abnormally  exaggerated 
lumbar  lordosis,  is  more  likely  to  have  muscle 
insufficiency  and  back  strain  than  the  woman 
with  perfect  posture,  and  no  deformities  of  the 
spine.  By  the  same  token,  points  of  tenderness 
over  the  spine  and  its  adjacent  musculature  be- 
speak a local,  not  a genital,  cause  for  the  back- 
ache. 

Now  let  us  be  more  specific,  and  consider 
some  of  the  frequently  encountered  lesions  of 
the  female  genital  organs,  in  an  attempt  either 
to  incriminate  them  as  the  cause  for  a low  back- 


ache, or  exonerate  them  from  direct  responsibility 
for  this  symptom.  Again  let  me  remind  you,  that 
the  information  gleaned  from  questioning  the 
patient  about  details  of  her  backache  helps 
tremendously  in  the  interpretation  of  cause  and 
effect  relationship  between  genital  pathology 
and  back  pain.  I repeat,  you  must  know  where 
the  backache  is  located;  what  are  its  character- 
istic features;  when  it  started;  when  it  occurs; 
what  aggravates  it;  what  relieves  it;  is  the  back 
stiff;  and  are  there  points  of  tenderness,  either 
over  the  sacrum,  the  vertebral  bodies  or  the 
paravertebral  muscles. 

Chronic  cervicitis  is  not  a direct  cause  of  low 
backache,  and  rarely  can  it  be  considered  an 
indirect  cause  either.  This  is  true  even  though 
the  cervicitis  gives  rise  to  a profuse  mucopuru- 
lent discharge,  and  is  complicated  by  lacerations, 
erosions  and  eversions.  The  cervix  is  not  a focus 
of  infection  responsible  for  systemic  disease,  and 
palpating  the  cervix  per  se  does  not  cause  dis- 
comfort. If  pressure  against  the  cervix  is  painful, 
one  should  assume  that  there  is  upper  genital 
pathology,  usually  in  the  adnexa  or  the  uterine 
supports.  Many  of  my  friends  speak  quite  glibly 
of  the  cervix  as  a cause  of  backache;  probably 
because  they  consider  it  a frequent  focus  of 
infection,  from  which  pathogenic  bacteria  spread 
into  adjacent  structures  such  as  the  uterosacral 
and  cardinal  ligaments,  after  which  there  is  a 
retroperitoneal  inflammatory  process  whieh  ex- 
tends to  the  bony  pelvis.  All  of  this  seems  highly 
theoretical,  and,  for  practical  purposes,  we  must 
exonerate  the  cervix  from  responsibility  for  low 
backache. 

Already  we  have  mentioned  that  uterine  my- 
omata may  contribute  to  low  backaehe:  indi- 
rectly, when  they  cause  gushing  mentrual  peri- 
ods, and  as  a result  give  rise  to  a progressive 
anemia.  Backache  under  these  conditions  is 
likely  to  be  of  the  fatigue  type  which  appears 
after  activity,  is  relieved  by  rest,  and  disappears 
after  hysterectomy  when  both  the  general  health 
and  the  blood  counts  have  been  restored  to 
normal.  Myomata  which  are  intraligamentary 
and  in  consequence  incarcerated,  or  are  rela- 
tively large  and  adherent,  may  be  a direct  eause 
of  backache.  Under  such  conditions  one  would 
expect  the  backache  to  be  low,  constant,  es- 
sentially unaffected  by  physical  activities,  and 
markedly  exaggerated  at  the  time  of  menstrua- 
tion. Furthermore,  no  one  can  doubt  that  these 
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tumors  are  the  clireet  eause  of  backache,  if 
pressure  against  the  tumors  and  attempts  to 
lift  them,  either  produce  or  intensify  the  identi- 
cal pain  and  low  backache  of  which  the  patient 
complains.  In  general,  however,  myomata  bear 
no  relation  to  low  backache;  especially  is  this 
true  when  the  tumors  are  freely  movable,  when 
moving  the  tumors  causes  no  discomfort,  and 
when  the  pain  produced  by  attempting  to  lift, 
or  move  them,  neither  resembles  the  backache 
of  which  the  patient  complains,  nor  intensifies  it. 

All  that  has  just  been  related  about  incar- 
cerated and  adherent  myomata,  also  applies  to 
ovarian  tumors.  However  there  is  an  additional 
way  in  which  huge  myomata  and  ovarian  cysts 
may  contribute  to  backache.  I refer  to  tumors  of 
the  size  which  we  rarely  see  anymore,  i.e.,  those 
which  fill  the  abdomen  and  approach  or  ex- 
ceed the  size  of  a term  pregnancy.  Consciously, 
or  unconsciously,  the  woman  is  likely  to  make 
postural  compensation  for  the  marked  enlarge- 
ment of  her  abdomen,  and  thus  puts  unnatural 
strain  on  the  musculature  of  her  back.  Of  course 
it  is  to  be  expected  that  removal  of  such  an  enor- 
mous tumor  would  result  in  prompt  recovery 
from  this  type  type  of  backache. 

FAR-ADVANCED  cancer  of  the  cervix,  either 
through  local  extension  laterally  or  by 
metastases,  causes  constant,  boring,  excruciating 
backache,  and  pelvic  pain.  In  an  untreated,  or  an 
inadequately  treated  cancer  of  the  cervix  one 
finds  a characteristic  fetid,  bloody  vaginal  dis- 
charge, a craterous  cervix  with  cartilaginous 
margins,  and  stony  hard  induration  of  the  para- 
metria, with  marked  fixation  of  all  pelvic  tissues. 
Pressure  against  such  a process  reproduces,  or 
intensifies,  both  the  pelvic  distress  and  her 
backache.  This,  however,  is  not  the  type  of  pa- 
tient in  whom  one  is  likely  to  encounter  metas- 
tases to  bone;  they  die  too  soon.  Bone  metastases 
are  rare  and  are  found  in  those  terminal  cancers 
who  have  had  treatment  which  temporarily  ar- 
rested the  local  growth,  but  failed  to  prevent  its 
continued  slow  process.  Consequently  they  give 
history  of  cancer  treatment,  after  which  there 
was  cessation  of  uterine  bleeding,  disappear- 
ance of  vaginal  discharge  and  comparatively 
good  health  for  a number  of  years.  Later  they 
started  to  go  down -hill,  lose  weight  and  suffer 
pain,  but  may  never  have  had  a recurrenee  of 
bleeding  and  discharge.  In  fact  the  cancer  may 
remain  cryptic,  and  the  vaginal  vault  look  in- 
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nocent.  Metastases  to  the  bony  pelvis  and  spine 
should  be  suspected  because  of  the  past  history, 
especially  when  there  are  points  of  exquisite 
tenderness  over  the  involved  bones;  metastases 
can  be  proved,  however,  only  with  x-ray  films. 

Previous  comments  regarding  the  character- 
istic pain  of  terminal  cervix  cancer  are  equally 
applicable  to  terminal  cancer  of  the  corpus,  and 
cancer  of  the  ovaries. 

Healed  residues  of  a previous  pelvic  infection, 
such  as  an  adherent  retro-displaced  uterus,  hy- 
drosalpinges, adherent  inflamatory  cysts  of  the 
ovaries  or  adherent  tubo-ovarian  inflammatory 
cysts,  are  rarely,  if  ever,  responsible  for  low 
backache.  An  ovarian  abscess,  or  tubo-ovarian 
abscess,  may  be  a focus  of  infection;  but  healed 
residues  are  bacteriologically  sterile,  and  conse- 
quently never  could  be  a focus  responsible  for 
systemic  disease.  One  should  expect  that  pal- 
pating or  attempting  to  lift  such  adherent  struc- 
tures will  cause  discomfort.  However,  in  order 
to  be  certain  that  they  are  causing  the  backache, 
one  must  find  that  attempts  to  move  or  lift  these 
lesions  actually  reproduce,  or  intensify  the  back- 
ache. This  rarely  occurs,  and  in  our  experience 
upper  genital  residues  of  a previous  pelvic  in- 
fection are  an  inconsequential  factor  in  the 
causation  of  low  backache. 

The  same  holds  tme  for  pelvic  endometrio- 
sis, which  is  often  accompanied  by  pelvic 
pain  and  sever  dysmenorrhea,  but  it  rarely  causes 
backache.  Pelvic  endometriosis  is  recognized 
with  comparative  ease,  when  there  is  an  ad- 
herent retroflexed  uterus  and  adherent  tender 
adnexal  masses,  but  especially  when  one  finds 
the  characteristic  fixation  and  finally  nodular 
thickenings  in  the  uterosacular  ligaments,  and 
the  rectovaginal  septum.  In  fact  these  tell-tale 
nodules  behind  the  cervix  may  be  the  only  evi- 
dence of  endometriosis  detected  on  bimanual 
examination.  Although  palpating  lesions  of  en- 
dometriosis is  usually  painful,  and  it  is  almost 
pathognomonic  for  this  pain  to  be  referred  to  the 
adherent  rectum,  nevertheless  it  is  rare,  indeed, 
for  these  women  to  recognize  that  their  backache 
is  aggravated  or  even  intensified  by  bimanual 
vaginal  or  rectovaginal  examination. 

It  is  most  unfortunate  that  so  many  women 
have  been  subjected  to  suspension  operations 
for  so-called  “correction”  of  an  uncomplicated 
retrodisplaced  uterus.  Isn’t  it  difficult  for  you 
to  understand  how  a freely-movable  retroflexed 


May,  1964 


327 


Original  Articles 

uterus  ever  could  cause  backache?  In  case  of 
doubt  one  can  always  resort  to  a therapeutic 
test  with  a pessary;  because  we  are  justified  in 
assuming  that  a retroflexed  uterus  is  responsible 
for  those  symptoms  which  disappear  while  it 
is  being  held  upright,  and  recur  after  the  pessary 
has  been  removed.  Certainly  every  woman  is  en- 
titled to  such  a therapeutic  test  before  being 
subjected  to  a suspension  operation;  and  it  is 
also  almost  a certainty  that  there  would  be 
damned  few  suspension  operations,  if  prelimi- 
nary tests  with  a pessary  were  adopted  as  a 
routine,  as  they  should  be.  I can’t  tell  you  when 
I last  saw  a patient  who  needed  a therapeutic 
test  with  a pessary  or  a suspension  operation. 

Finally,  we  come  to  that  large  group  of 
multipara  where  most  of  us  encounter  greatest 
difficulty  in  determining  the  relationship  of  ob- 
vious genital  pathology,  to  low  backache.  May 
I repeat,  a carefully  elicited  history  which  in- 
cludes a few  pertinent  questions,  yields  extreme- 
ly helpful  information  relative  to  the  exact  na- 
ture of  all  backaches.  However,  multipara  have 
so  many  potential  causes  for  backache  — first, 
their  backs  have  been  subjected  to  repeated 
strains,  not  only  by  multiple  pregnancies  but  also 
by  multiple  deliveries.  Next,  they  are  likely  to  be 
dead-tired  most  of  the  time,  due  to  their  never- 
ending  job  of  raising  a growing  family  — hence, 
the  fatigue  factor  enters  into  the  problem.  Third, 
they  are  likely  victims  of  arthritis,  since  each 
pregnancy  exacts  its  toll  from  their  teeth,  and 
because  they  are  prone  to  neglect  their  own 
health  while  diligently  providing  for  the  welfare 
of  their  children.  Finally,  they  have  all  degrees 
of  cystocele,  rectocle,  cervical  lacerations  with 
or  without  infection,  to  say  nothing  of  relaxed 
uterine  supports  with  retrodisplacements,  des- 
census, and  even  prolapse  of  the  uterus.  Obvi- 
ously all  of  these  lesions  may  contribute  to 
fatigue,  and  thus  indirectly  cause  or  intensify 
a low  backache.  However  if  this  genital  path- 
ology actually  causes  the  backache,  one  should 
observe  that  lifting  the  uterus,  or  making  strong 
tenaculum-traction  on  the  cervix,  will  either 
induce  or  intensify  the  identical  back  pain  of 
which  the  patient  complains.  Usually,  however, 
one  will  find  that  these  maneuvers  cause  pelvic 
discomfort,  but  it  is  not  referred  to  the  back. 
Consequently,  in  actual  practice,  it  is  rare  to 
find  that  even  marked  childbirth  lacerations  and 
relaxations,  actually  cause  low  backache. 


To  all  of  this  you  may  say:  “Much  ado  about 
nothing.  What  difference  does  it  make;  those 
gross  genital  lesions  are  responsible  for  certain 
ones  of  the  patient’s  symptoms,  and  should  be 
corrected.  Possibly  the  backache  too  will  be 
relieved.  Many  other  women  have  felt  as  good 
as  new,  after  their  operations.”  For  the  sake  of 
argument  I will  grant  all  of  your  contentions, 
but  I must  take  definite  exception  to  your 
philosophy.  We  should  manifest  sufficient  pride 
in  our  diagnostic  acumen,  and  in  our  therapeutic 
integrity,  first  to  attempt  to  determine  the  causes 
for  all  of  the  patient’s  symptoms,  and  then  to 
rectify  all  of  her  physical  problems,  not  just  a 
portion  of  them.  Second,  the  patient  and  her 
family  are  entitled  to  know  what  therapeutic 
benefits  can  be  expected  from  the  proposed 
treatment.  Third,  the  logical  time  for  them  to 
be  told  that  the  operation  will  probably  not 
benefit,  or  possibly  will  not  benefit  her  major 
complaint,  namely  her  backache,  is  before,  not 
after  the  surgery.  If  all  of  us  would  be  a little 
less  expansive  in  our  preoperative  promises,  we 
could  spare  ourselves  much  embarrassment,  and 
our  patients  many  disappointments.  Actually 
there  is  very  little  that  a gynecologist  can  do, 
either  to  alleviate  or  relieve  low  backache. 

May  I relate  the  story  of  a patient  recently 
seen  in  consultation;  it  illustrates  several  of 
the  more  pertinent  points  which  I have  at- 
tempted to  emphasize:  Mrs.  W.  N.,  age  43,  para 
IV,  gravida  V,  complained  of  backache;  located 
in  the  sacral  region;  present  for  several  years, 
and  gradually  becoming  more  intense;  aggra- 
vated by  work,  by  fatigue  and  by  systemic  in- 
fections such  as  colds;  frequently  accompanied 
not  only  by  tenderness  in  the  back  but  also  by 
stiffness,  especially  on  arising.  Vaginal  examina- 
tion revealed  a parous  outlet;  a small  rectocele; 
a well  marked  cystourethrocele  which  was  re- 
sponsible for  some  stress  incontinence  of  urine; 
a normal  cervix;  a generous  sized,  freely  mov- 
able, retroflexed  uterus;  normal  adnexa;  no 
pelvic  tumors;  no  vaginitis,  and  no  vaginal  dis- 
charge. Moving  the  uterus  caused  discomfort, 
but  it  did  not  reproduce  the  backache.  She  had 
sufficient  descensus  of  the  uterus  to  permit  the 
cervix  to  be  pulled  to  the  introitus,  and  although 
this  procedure  was  uncomfortable,  it  did  not  re- 
produce or  intensify  her  back  pain.  Obviously 
this  backache  was  not  a gynecological  problem, 
and  although  there  was  gross  genital  pathology, 
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it  in  no  way  was  responsible  for  the  baekaehe. 
As  eonfirmation,  may  I report  that  x-ray  films 
revealed  a high  degree  of  vertabral  osteoarthritis, 
and  that  the  patient  is  responding  nieely  to  medi- 
eal  management. 

In  eonelusion,  a few  words  of  eaution:  1) 
Point  tenderness  over  the  spine,  or  adjaeent 
musculature,  bespeaks  a local  problem  in  the 
back;  and  speaks  volumes  against  the  genitalia 
as  the  cause  of  a backache.  2)  Difficulty  in 
bending  over,  or  straightening  into  an  erect 
position,  bespeaks  an  orthopedic  problem;  the 
same  is  true  for  a backache  which  occurs  in 
acute  exacerbations,  followed  by  months  of  com- 
plete relief  from  pain.  3)  A therapeutic  test 
with  a pessary  gives  valuable  information  in 
determining  what  symptoms,  if  any,  are  caused 
by  a retroflexion  of  the  uterus.  4)  Pregnancy 
and  labor  are  often  responsible  for  back  strain. 
5)  Any  pain,  anywhere,  and  irrespective  of  its 
cause,  is  aggravated  at  the  time  of  menstrua- 
tion. 6)  A carefully  elicited  history,  intelligently 
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correlated  with  the  findings  on  bimanual  ex- 
amination, should  make  it  fairly  simple  to  ac- 
curately predict  the  true  relationship  of  the 
pelvic  organs,  to  any  woman’s  backache. 

In  case  of  doubt,  play  safe.  Seek  the  assistance 
of  an  orthopedist;  and  never  be  so  stupid  as  to 
promise  complete  relief  from  backache  by  the 
correction  of  gross  genital  pathology,  irrespective 
of  what  other  symptoms  may  be  caused  by  these 
genital  lesions.  Finally,  although  it  is  prudent 
to  explain  all  symptoms  on  the  basis  of  a single 
diagnosis,  there  is  one  outstanding  exception  in 
gynecology  to  this  general  rule;  this  has  to  do 
with  determination  of  the  cause  for  a low 
backache.  Too  often  physicians  are  embarrassed, 
and  patients  are  sadly  disillusioned,  when  an 
operation  for  correction  of  genital  disease  is 
eminently  successful,  but  the  backache  is  not 
relieved. 

May  I repeat,  and  I trust  you  will  come  to 
agree,  loio  backache  is  RARELY  a gynecologic 
problem. 


EXCESSIVE  PREOCCUPATION  WITH  SAFETY? 

There  can  be  little  doubt  that  the  drug  amendments  of  1962  were  passed 
to  protect  you  and  the  public  from  harmful  drugs.  I am  afraid,  however,  that 
the  Congress  and  the  public  expect  more  than  this  or  any  law  can  deliver  and, 
as  I have  said  before,  as  long  as  we  have  drugs,  as  long  as  we  have  airplanes 
and  even  bicycles,  we  will  have  accidents  and  the  development  of  flaws  that 
only  time  and  wide-spread  use  will  uncover.  There  is  a hazard  in  everything 
we  do.  It  is  right  that  we  should  take  all  reasonable  steps  to  minimize  these 
hazards;  but,  in  the  field  of  drugs,  trying  to  look  at  it  objectively,  I think  we 
are  entering  an  era  in  which  we  are  excessively  preoccupied  with  safety.  The 
pendulum  has  been  given  a hysterical  push.  It  can  seriously  interfere  with  the 
more  important  objectives  of  providing  the  tools  to  alleviate  the  ills  that  still 
afflict  mankind.  If  we  fail  in  this  endeavor,  we  can  lose  more  than  we  gain; 
and,  as  Alfred  North  Whitehead  so  wisely  said,  “Panic  of  error  is  the  death  of 
progress.”  — Theodore  G.  Klumpp,  M.D.,  in  Illinois  Medical  Journal,  October 
1963. 
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Scrotal  Cystocele  On 
Excretory  Pyelogram 

by 

M.  L.  List,  M.D. 

/ Interesting  information,  presented  in  pithy  form,  is  refreshing.  For 
those  who  might  wonder  about  the  value  of  an  upright  roentgenogram, 
to  include  the  pelvic  area,  as  part  of  a urographic  procedure,  this  fine 
demonstration  should  be  a suitable  answer. 

With  regard  to  terminology,  this  reviewer  would  plead  for  discarding 
such  terms  as  "intravenous  pyelography"  and  "excretory  pyelography" 
s:  for  the  more  accurate  and  equally  brief  term  "excretory  urography." 


Dr.  List 


RINARY  blader  herniation  into  inguinal  hernia 
is  estimated  at  1 to  3%  of  all  inguinal  hernias. 
Descent  of  the  bladder  into  the  scrotum  is  con- 
sidered rare.  In  1951,  Levine^  reported  finding 
30  cases  in  the  literature  and  added  two  of  his 
own. 

In  1953,  Scardino  and  Upson^  reported  a case 
showing  the  herniated  bladder  in  the  scrotum, 
demonstrated  by  means  of  a cystogram.  The 
present  report  is  prompted  by  the  fact  that 
scrotal  hernia  of  the  bladder  was  demonstrated 
incidentally  and  somewhat  accidentally  at  the 
time  of  excretory  pyelography. 

Case  Report 

F.  J.,  a 68  year  old  male,  was  seen  initially 
at  Maricopa  County  General  Hospital  in  April 
of  1962  for  hematuria.  Blood  and  urine  studies 
were  essentially  normal  at  that  time.  In  May  it 
was  noted  that  the  patient  had  no  difficulty 
urinating  a stream  “larger  than  a pencil.”  On 
examination  the  prostate  was  found  to  be  en- 
larged, approximately  5x5x5  cms.;  110  cc. 
of  urine  was  voided  and  a residual  of  30  cc.  was 
obtained  and  was  clear  in  color. 

On  June  1st  excretory  pyelography  was  per- 
formed and  demonstrated  the  prostatic  enlarge- 
ment on  the  10  minute  film  (Fig.  1,  A).  At  15 
minutes,  in  the  erect  position,  the  film  included 
the  scrotal  area  and  showed  dye  in  the  herniated 
portion  of  the  bladder  on  the  left,  in  a scrotal 
hernia  (Fig.  1,  B).  The  patient  has  refused  to 
return  for  further  evaluation. 
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Fig.  1,  A.  — Excretory  Pyelogram,  10  minute  film, 
Frostatic  Hypertrophy. 


Fig.  1,  B.  — 15  minute  erect  film,  dye  in  Scrotal  Hernia 
on  the  left. 
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Newer  Techniques 
Of  Pyloroplasty 

by 

Benedict  R.  Walske,  M.D. 

and 

Daniel  M.  Moschel,  M.D. 


A concise  review  of  pyloroplasty  and  the  introduction  of  a practical 
modification. 


The  need  for  enlarging  the  lumen  of  the  distal 
stomaeh  and  proximal  duodenum  to  overcome 
narrowing  and  promote  gastric  emptying  has 
been  recognized  from  the  earliest  days  of  ab- 
dominal surgery.  Obstruction  in  this  area  may 
be  caused  by  developmental  abnormalities,  ulcer- 
ation, inflammatory  processes  and  neurogenic 
imbalance.  Excision  and  re-anastomosis  and  gas- 
troenterostomy were  among  the  early  efforts  to 
correct  these  defects.  It  was  soon  learned  that 
these  were  major  procedures  and  simpler  tech- 
niques were  necessary. 

Heineke  in  1886  and  Mikulicz^  in  1887  in- 
troduced a technique  of  pyloroplasty  which  is 
still  used  today.  (Fig.  1)  This  was  a simple  pro- 
cedure consisting  of  a longitudinal  incision 
through  the  pyloric  ring  followed  by  transverse 
closeure.  Loreta^  in  1887  used  an  internal  divul- 
sion  method  through  a gastrostomy  incision  for 
stenosis  of  the  pylorus  in  adults.  NicolP  in  1900 
extended  its  use  to  congenital  hypertrophic  sten- 
osis. Divulsion  was  a traumatic  and  unpredict- 
able maneuver  and  did  not  gain  general  accept- 
ance. Du  Four  and  FredeF  in  1907  and  Ram- 
stedt®  in  1912  simply  divided  the  hypertrophic 

Presented  at  a Tucson  Meeting  of  the  Medical  Society  of  the 
United  States  and  Mexico  at  Tucson,  Arizona,  1963. 

Tucson,  Arizona 

Kent,  Washington 


La  necesidad  de  agrandar  el  lumen  de  porcion 
distal  del  estomaga  y la  proximal  del  duodeno, 
para  carregir  la  estrechez  y promover  el  vacia- 
miento  gastrico,  ha  sido  reconocida  desde  los 
mas  tempranos  dias  de  la  cirugia  abdominal. 

La  obstruccion  en  esta  zona  puede  ser  causada 
por  anomalias  del  desarrollo,  ulceraciones,  pro- 
cesos  inflamatorios  y desequilibrio  neurogenico. 

La  excision,  la  re-anastomosis  y la  gastroen- 
terostomia  fueron  de  las  primeros  intentos  para 
carregir  estos  defectos.  Pronto  se  reconocio  que 
estas  eran  procedimientos  mayores  y que  tec- 
nicas  mas  simples  eran  necesarias. 

Heineke  en  1886  y Mikulicz^  en  1887  intro- 
dujeron  una  tecnica  para  piloroplastia  que  aim 
es  usada.  (Fig.  1)  El  procedimiento  es  simple  y 
consiste  en  una  incision  longitudinal  a traves  del 
anillo  pilorico  seguido  de  una  sutura  transversa. 

Loreta^  en  1887  uso  el  metodo  de  divulsion 
intrena  a traves  de  la  incision  de  la  gastrectomia 
para  la  estenosis  pilorica  de  los  adultos.  NicolP 
en  1900  la  uso  en  la  estenosis  hipertrofica  con- 
genita. 

La  divulsion  are  una  maniobra  incierta  y trau- 
matizante,  no  siendo  bien  aceptada.  DuFour 
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pyloric  ring  thus  relieving  the  obstruction.  This 
procedure  is  used  today  but  is  of  little  value  for 
the  acquired  stenosis  of  adults  and  will  not  be 
discussed.  Finney®  in  1902  developed  a technique 
of  pyloroplasty  consisting  of  a U-shaped  incision 
starting  in  the  distal  stomach  and  continuing 
into  the  proximal  duodenum.  (Fig.  2)  The  op- 
y FredeF  en  1907  y RamstedF  en  1912  unica- 


mente  seccionaban  el  anillo  pilorieo  hipertrofico 
relevando  la  obstruccion.  Este  procedimiento 
es  usado  hoy  dia,  pero  es  de  poco  valor  para  la 
estenosis  en  los  adultos  y no  sera  discutido. 
Finney®  en  1902  creo  una  tecnica  para  la  piloro- 
plastia  que  consiste  en  una  incision  en  U que 
comienza  en  la  porcion  distal  del  estomago  y 
se  contimia  a la  proximal  del  duodeno.  (Fig.  2) 
Los  hordes  contraries  de  la  incision  se  suturan 
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posing  incised  edges  were  then  sutured  to  pro- 
duce a large  opening  between  the  stomach  and 
the  proximal  duodenum.  Gambee^  in  1951  recog- 
nized the  eonstricting  influence  of  a 2-row  suture 
closure  of  the  Heineke-Mikulicz  pyloroplasty  and 
introduced  the  use  of  a single  row  technique 
using  interrupted  non-absorbable  sutures.  (Fig. 
3)  This  modification  has  been  further  popular- 
ized by  Weinberg®  and  is  recognized  as  a real 
advanee  in  gastrointestinal  surgery.  The  authors 
found  deficiencies  in  each  of  these  procedures 
and  reeognized  that  a method  of  pyloroplasty 
permitting  more  normal  reconstruction  of  the 
pylorus  was  needed. 
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para  producir  una  abertura  grande  entre  el  esto- 
mago  y la  poreion  proximal  del  duodeno. 
Gambee^  en  1951  se  percato  de  la  accion  con- 
strictora  de  la  sutura  en  doble  hilera  para  cerrar. 
En  la  piloroplastia  de  Heineke-Mikulicz  intro- 
dujo  la  tecnica  de  sutura  en  hilera  simple 
usando  sutura  eon  puntos  separados  inabsorbi- 
bles.  (Fig  3)  Esta  modificacion  popularizada 
por  Weinberg®  es  reconocida  como  un  verdadero 
avance  en  la  cirugia  gastrointestinal.  Los  autores 
encontraron  deficientes  en  estos  procedimientos, 
percatandose  de  la  necesidad  de  un  metodo  de 
piloroplastia  que  permitiera  una  reconstruccion 
mas  normal  del  piloro. 


Laboratory  Study 

The  problem  of  improving  a pyloroplasty 
technique  was  taken  to  the  animal  laboratory 
and  has  been  previously  reported.®  The  authors 
believed  that  more  normal  function  could  be 
obtained  by  a Y-plasty  type  of  reconstruction 
similar  to  the  Y-plasty  for  the  relief  of  stenosis 
of  the  uretero-pelvic  junction  in  the  urinary  tract. 
(Fig.  4)  This  was  modified  only  in  preparing  the 
V portion  of  the  Y in  the  shape  of  a U to  assure 
viability  of  the  gastric  flap.  The  straight  limb  of 
the  Y started  just  proximal  to  the  pyloric  ring 
and  extended  distally  into  the  duodenum.  The 
U portion  of  the  Y consisted  entirely  of  the  an- 
terior surface  of  the  stomach.  Nine  dogs  were 


Estudios  de  Laboratorio 

El  problema  de  mejorar  la  tecnica  para  piloro- 
plastia fue  llevado  al  laboratorio  y ha  sido  re- 
portado  previamente.®  Los  autores  ereyeron  que 
una  function  mas  normal  podria  obtenerse  con 
una  reconstruccion  o plastia  en  Y del  tipo  seme- 
jante  a la  plastia  en  Y para  el  alivio  de  la 
estenosis  de  la  union  uretero-pelvica  del  tracto 
urinario  (Fig.  4).  Esta  fue  modificada  solamente 
en  que  la  poreion  en  V de  la  Y did  la  forma 
en  U para  asegurar  la  viabilidad  del  colgajo 
gastrico.  La  raiz  de  la  Y que  comienza  en  el 
anillo  pilorico  y se  extiende  hasta  el  duodeno. 

La  poreion  en  U de  la  Y consiste  eompleta- 
mente  en  la  supermicie  anterior  del  estomago. 
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TABLE  1 

Pylorus 


Dog  Number  Weight  (lbs.) 

Before/ After 

Duodenum* 

1 

31 

1.3 

2.5 

1.9 

2 

23 

0.7 

1.5 

1.5 

3 

28 

1.5 

2.5 

1.7 

4 

20 

0.9 

2.3 

1.5 

5 

42 

1.7 

2.9 

2.8 

6 

38 

1.5 

2.5 

1.9 

7 

18 

1.1 

1.9 

1.5 

8 

28 

1.5 

2.3 

2.0 

9 

26 

1.5 

2.3 

1.9 

“Diameter  measured  in  centimeters. 
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Numero  del 

Pil 

oro“ 

Perro 

Peso  en  Libras 

Antes/Desues 

Duodeno 

1 

31 

1.3 

2.5 

1.9 

2 

23 

0.7 

1.5 

1.5 

3 

28 

1.5 

2.5 

1.7 

4 

20 

0.9 

2.3 

1.5 

5 

42 

1.7 

2.9 

2.8 

6 

38 

1.5 

2.5 

1.9 

7 

18 

1.1 

1.9 

1.5 

8 

28 

1.5 

2.3 

2.0 

9 

26 

1.5 

2.3 

1.9 

“Diameter  measured  in  centimeters 


subjected  to  this  procedure  and  seven  survived 
the  anesthesia  and  the  operative  procedure. 
None  of  the  survivors  showed  any  evidence  of 
impairment  of  circulation  in  the  gastric  flap  or 
any  dysfunction  of  the  gastrointestinal  tract  in 
the  postoperative  period. 

It  will  be  noted  in  Table  1 that  the  postoperative 
diameter  of  the  pylorus  showed  a substantial 
increase  in  each  instance  and  in  like  manner  the 
pylorus  was  at  least  as  large  or  larger  than  the 
duodenum  distal  to  the  pyloroplasty.  It  is  the 
authors’  opinion  there  is  no  need  to  enlarge  the 
pylorus  to  a diameter  greater  than  that  of  the 
adjacent  duodenum. 


Nueve  perros  fueron  sometidos  a este  procedi- 
miento  y siete  sobrevivieron  la  anestesia  y el 
acto  quirurgico.  Ninguno  de  los  que  sobrevivie- 
ron mostro  deterioro  de  la  circulacion  del  colgajo 
gastrico,  asi  como  disfunction  del  tracto  gas- 
trointestinal en  el  periodo  post-operatorio. 
Notese  en  la  Tabla  1 que  el  diametro  post- 
operatorio  del  piloro  mostro  un  aumento  con- 
siderable en  cada  instancia  y en  tal  forma  el 
piloro  era  tan  grande  o mas  grande  que  el  duo- 
deno  en  la  parte  distal  a la  piloroplastia. 

El  autor  cree  que  no  hay  necesidad  de  agran- 
dar  el  piloro  en  un  diametro  mayor  que  el  de  la 
union  del  duodeno. 


Clinical  Experience 

The  authors’  early  experiences  with  pyloro- 
plasty were  of  the  standard  Heineke-  Mikulicz 
procedure  and  in  a series  of  91  cases  obstructive 
symptoms  in  the  postoperative  period  were  not- 
ed in  8 cases.  Later  experiences  included  46 
cases  of  the  Gambee  modification  without  any 
postoperative  obstruction.  In  the  five  years  end- 
ing October  I,  1961  the  authors  have  performed 
the  modified  Y pyloroplasty  in  a total  of  173 
cases  as  shown  in  Table  2. 


Experiencias  CInicas 

Las  primeras  experiencias  del  autor  con  piloro- 
plastias  fueron  con  la  tecnica  standard  de 
Heineke-Mikulicz  y en  91  casos  se  encontraron 
8 con  sintomas  obstrucivas  post-operatorias. 

En  46  casos  posteriores  con  la  tecnica  de 
Gambee  modificada  no  presentaron  obstruccion 
post-operatoria. 

En  los  liltimos  5 anos  terminando  en  Octuboe 
1961  los  autores  han  ejecutado  la  piloroplastia 
en  Y modificada  en  173  casos  segun  la  Tabla 
No.  2. 


Y-Pyloroplasty  (Table  2) 


Pyloroplasty  with  vagotomy 158 

Pyloroplasty  with  hiatus  hernia  repair  . . 9 

Pyloroplasty  for  cicatrix  6 

Total  173 


TABLA  NO.  2 
Piloroplastia  en  Y 


Piloroplastia  con  vagotomia  158 

Piloroplastia  con  reparacion  del 

hiato  herniario 9 

Piloroplastia  por  cicatrizacion  6 

Total  173 
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There  has  been  no  mortality  attributable  to 
failure  of  the  pyloroplasty  technique  and  no 
evidence  of  early  or  late  obstruction  at  the  site 
of  the  pyloroplasty.  Figure  5 demonstrates  a 
barium  study  of  the  pyloric  region  before  pyloro- 
plasty and  again  four  days  after  surgery.  It 
is  noteworthy  to  report  that  the  dumping  syn- 
drome was  not  clinically  significant  in  any  of 
the  eases  reported. 


Figure  5A 
Before  Pyloroplasty 


Discussion 

Vagectomy  has  now  been  accepted  as  an  ef- 
fective operative  procedure  for  duodenal  peptic 
ulcer.  Early  experiences  revealed  that  interrup- 
tion of  the  vagus  pathways  resulted  in  a neuro- 
genic obstructive  problem  at  the  pylorus.  Gastro- 
enterostomy was  added  but  created  another  un- 
physiological  by-pass  of  the  gastrointestinal 
stream.  The  gastroenterostomy  was  responsible 
for  the  dumping  syndrome  in  a high  percentage 
of  cases.  It  was  recognized  that  an  appropriate 
pyloroplasty  would  accomplish  adequate  gastric 
emptying  without  serious  disturbance  of  normal 
physiology. 

The  authors  have  also  found  pyloroplasty  to  be 
beneficial  in  conjunction  with  repair  of  hiatus 
hernia  as  suggested  by  Burford.^“  The  recurrence 
of  reflux  esophagitis  after  hiatus  hernia  repair 
has  been  found  to  be  minimal  when  associated 
with  an  appropriate  pyloroplasty.  In  occasional 
cases  pyloroplasty  alone  may  be  indicated  in 
duodenal  cicatrix  where  peptic  activity  is  at  a 
low  level. 


Original  Articles 

No  ha  habido  ninguna  muerte  atribuible  a 
la  tecniea  de  la  piloroplastia. 

La  Figura  No.  5 demuestra  un  estudio  de 
bario  de  la  region  pilorica  antes  de  la  piloro- 
plastia y otra  a los  cuatro  dias  de  la  cirugia.  Vale 
la  pena  mencionar  que  el  sindrome  de  vacia- 
miento  no  se  presento  en  ninguno  de  los  casos 
reportados. 


Figure  5B 

Four  days  after  surgery. 


Discusion 

La  vagotomia  ha  sido  aceptada  como  un 
principio  se  encontro  que  la  interrucion  de  la 
via  de  conduccion  del  vago  daba  como  resultado 
un  problema  obstructivo  del  piloro  de  caracter 
neurogenico.  Agrengandole  la  gastroenterostomia 
fue  la  responsable  del  sindrome  de  vaciamiento 
en  la  mayor  parte  de  los  casos,  se  vio  que  una 
piloroplastia  adecuada  daba  como  resultado  un 
buen  vaciamiento  gcistrico  sin  alteraciones  de 
la  fisiologia  normal. 

Se  ha  demostrado  que  la  piloroplastia  es  litil 
junto  con  la  reparacion  del  hiato  herniario  como 
sugirio  Burford.'"  La  repeticion  del  reflujo  de  la 
esofagitis  despues  de  la  reparacion  del  hiato 
herniario  se  encontro  ser  minima  cuando  se  hace 
una  piloroplastia  adecuada. 

En  ciertos  casos  la  piloroplastia  sola  puede 
estar  indicada  en  la  cicatriz  duodenal  en  ({ue 
la  actividad  peptica  es  baja. 

Deben  ser  reconocidos  los  mcTodos  primitixos 
de  piloroplastia  ya  que  las  tecnicas  de  Heineke- 
Mikulicz  y Finney  aiin  son  usadas  hoy  dia.  La 
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Proper  recognition  must  be  given  the  earlier 
methods  of  pyloroplasty  since  the  Heineke- 
Mikulicz  and  Finney  procedures  remain  popular 
today.  The  Mikulicz  procedure  as  originally  des- 
cribed recommends  the  use  of  a 2-row  suture 
line  closure  which  in  part  defeats  its  primary 
purpose.  The  modification  by  Gambee  using  a 
single  row  of  interrupted  non-absorbable  sutures 
provides  adequate  lumen,  however,  both  pro- 
cedures create  a “dog  ear”  deformity  at  the 
pylorus  which  interferes  with  proper  radiograph- 
ic interpretation  at  a later  date.  The  Finney 
pyloroplasty  requires  considerable  mobilization 
of  the  duodenum  and  also  produces  rapid  emp- 
tying of  the  stomach  through  a large  opening. 
This  has  the  disadvantage  of  producing  the 
dumping  syndrome  in  a substantial  number  of 
cases.  The  modified  Y-plasty  technique  on  the 
other  hand  interposes  a pliable  gastric  wall  be 
tween  the  severed  ends  of  the  pyloric  ring, 
rather  than  a transverse  suture  line,  thus  in- 
creasing its  lumen  and  at  the  same  time  retain- 
ing moderate  sphincter  control,  approaching 
normal.  On  radiographic  study  there  is  little  de- 
formity to  confuse  the  radiologist  in  subsequent 
examination. 


Summary 

1.  Much  credit  must  be  given  to  the  early 
pyloroplasty  procedures. 

2.  The  Gambee  modification  of  the  Heineke- 
Mikulicz  procedure  is  a definite  advance  in  the 
pyloroplasty  technique  and  meets  all  require- 
ments except  that  of  creating  deformity. 

3.  Authors  believe  the  Y-plasty  technique  of 
pyloroplasty  provides  adequate  lumen  without 
disturbance  of  normal  function  and  without 
creating  deformity. 
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tecnica  (3e  Mikulicz  segun  se  describio  original- 
mente  recomienda  el  uso  de  una  hilera  doble  de 
sutura  para  cerrar  lo  cual  en  parte  contradice 
su  primer  intento. 

La  modificacion  de  Gambee  quien  usa  una 
hilera  send! la  de  sutura  en  puntos  separados 
para  cerrar  proporciona  un  lumen  adecuado  pero 
de  cualquier  manera  las  dos  tecnicas  producen 
una  deformidad  llamada  “oreja  de  perro”  en 
el  piloro  que  altera  la  interpretacion  correcta 
radiologica  cuando  se  desea  interpretar  en  fecha 
posterior.  La  piloroplastia  de  Finney  requiere 
una  considerable  mobilizacion  del  duodeno  y 
ademas  produce  un  rapido  vaciamiento  del  es- 
somago  a traves  de  una  gran  abertura. 

Esto  tiene  la  desventaja  de  producir  el  sin- 
drome  de  vaciamiento  en  un  buen  numero  de 
los  casos. 

La  tecnica  modificada  de  la  plastia  en  Y por 
ortro  lado  interpone  la  pared  gastrica  flexible 
entre  los  extremos  severados  del  anillo  pilorico 
en  lugar  de  una  linea  de  sutura  transversal 
agrandando  asi  el  lumen  y al  mismo  tiempo  con- 
serva  un  moderado  control  del  esfincter  con 
tendencia  a lo  normal.  En  el  estudio  radiologico 
hay  muy  poca  deformidad  que  pudiera  confundir 
al  radiologo  en  interpretaciones  subsecuentes. 


Sumario 

1.  Debemos  dar  credito  a los  primeros  meto- 
dosde  piloroplastia. 

2.  La  modificacion  de  Gambee  del  metodo  de 
Heineke-Mikulicz  es  definitivamente  un  avance 
en  la  tecnica  de  piloroplastia  que  llena  todos 
los  requisitos  excepto  que  deja  una  deformidad. 

3.  El  autor  cree  que  la  tecnica  en  Y de  la 
piloroplastia  proporciona  un  lumen  adecuado  sin 
interrumpir  la  funcion  normal  y sin  crear  de- 
formidad. 
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Dr.  Urie 


“Young  Children’s  Efforts  At 
Mastery  Of  Traumatic 
Experiences” 

by 

Murray  G.  Urie,  M.D. 


Childhood  experience  with  illness  need  no±  harden  into  morbid  patterns 
II  of  reaction.  Doctor  Urie  reports  a case  which,  by  default,  would  likely 
j|  have  done  so. 


IN  THOSE  who  are  involved  in  assisting  chil- 
dren in  their  growth  and  adaptations,  there 
is  often  a feeling  of  “walking  a tight  rope.” 
Is  one  being  over  or  under  involved,  unduly 
protective,  or  excessively  withdrawn  and  with- 
holding? Are  the  child’s  capabilities  and  po- 
tentials being  over  or  under  valued? 

Particularly  this  question  comes  up  for  con- 
sideration when  the  child  has  sustained,  or  is 
about  to  be  subjected  to,  painful  traumatic  ex- 
periences of  a physical  or  psychological  nature 
or  various  combinations  thereof.  In  the  presence 
of  these  uncertainties,  how  can  a person  or  per- 
sons involved  in  this  experience  with  the  child 
act  in  such  a way  that  the  experience  can  ulti- 
mately be  integrated  by  the  child  or  mastered 
with  a minimum  of  residual? 

Much  has  been  written  on  the  first  aspect, 
that  of  the  contemplated  traumatic  situation.  In 
this  instance  there  is  some  possibility  of  “work- 
ing through”  prior  to  the  event  so  that  sequalae 
can  be  prevented  or  minimized.  These  potential 
traumata  range  all  the  way  from  experiences  of 
separation  from  the  home  at  an  erly  age  to  en- 
tering a hospital  for  painful  surgical  procedures 
to  preparation  for  the  child’s  own  mortality 
(City  of  Hope).  Following  the  early  work  of 
Pearson  (1941)^  and  Levy  (1945)®,  there  have 
been  many  modifications  introduced  as  a result 
of  interest  in  this  area.  Thus,  timing  of  elective 
operations,  modified  practices  in  relation  to  ad- 
mission and  visiting  procedures,  and  the  induc- 
tion of  anesthesia^  have  shown  ingenious  modi- 
fications. Thus,  doctors  hospital  personnel,  par- 
ents and  children  themselves  have  contributed 
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toward  the  handling  and  prevention  of  traumatic 
hospital  experiences.'’®'^’®'* 

Considerable  thought  and  effort  have  been 
expended  in  the  direction  of  dealing  with  the 
emotional  aftermath  of  traumatic  events  in  chil- 
dren’s experiences.  Human  emotions  of  love  and 
the  desire  to  protect  are  accented  by  a child’s  suf- 
fering. However,  other  feelings  are  present  al- 
though they  may  be  more  or  less  dissociated 
from  consciousness  at  such  time  of  crisis.  There 
is  usually  some  resentment,  which  may  be 
projected  onto  others,  over  having  one’s  life 
inconvenienced  by  this  event,  and  feelings  of 
guilt  over  responsibility  for  “having  inflicted  or 
not  prevented  this  traumatic  experience.”  Feel- 
ings of  fear,  helplessness,  and  hopelessness  may 
be  added  on  the  basis  of  degree  of  severity  of 
the  condition  and  its  ultimate  prognosis.  These 
varied  feelings  may  be  present  on  the  part  of 
the  responsible  adults,  communicated  to  and 
internalized  by  the  child.  When  the  crisis  is 
passed,  there  needs  to  be  an  awareness  that  the 
deferred  feelings  must  be  worked  through  with 
resolution  of  this  crisis.  Comes  the  revolution 
with  various  presenting  symptoms,  asking  for 
some  relief  for  this  new  and  yet  old  suffering. 

Here  the  so-called  helping  persons  are  faced 
with  the  question  raised  previously  — how 
to  help  enough  and  yet  not  too  much.  This  case 
presentation  illustrates  the  point  that  a search 
for  the  strengths  within  the  child,  with  support 
from  significant  adults  (in  this  case,  the  parents 
and  the  therapist)  can  be  rewarding,  informa- 
tive and  lay  the  groundwork  for  future  growth 
experiences. 

CASE  STUDY:  Jimmy  F.,  age  five,  was  first 
seen  in  joint  interview  with  his  parents,  having 
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been  referred  by  their  family  physician.  It  was 
noted  that  the  mother,  age  35,  a graduate  R.N., 
was  a rather  shy,  self-effacing  person,  not  much 
given  to  emotional  expression,  and  often  spoke 
in  a subdued  tone,  that  at  times  was  barely  audi- 
ble. The  father,  age  36,  was  employed  in  a local 
plant  working  at  an  engineering  level,  but  with 
only  a high  school  and  trade  school  education. 
He  was  a large  man  who  expressed  emotions 
more  freely  and  assumed  some  initiative,  but  who 
was  also  supportive  of  his  wife  in  her  efforts. 
The  father  was  Protestant,  the  mother.  Catholic, 
and  Jimmy  and  his  sister,  age  10,  were  Catholic, 
attending  public  schools. 

The  indications  prompting  referral  were  com- 
plaints of  poor  sleeping  on  Jimmy’s  part,  of  about 
two  months  duration.  He  awakened  nightly, 
frightened,  and  sought  his  parents,  particularly 
his  mother’s  company  for  comfort,  requiring  of 
them  about  an  hour  of  activity  before  he  would 
fall  asleep.  He  was  then,  however,  returned  by 
his  parents  to  his  own  bed  in  a separate  room. 
He  had  complained  of  frequent  headaches  and 
would  interrupt  play  with  other  children  to 
come  into  the  house  and  lie  down.  Headaches 
had  not  responded  to  medication  given  at  that 
time,  but  seemed  to  “wear  off.”  It  was  also  noted 
that  he  had  shown  some  startle  reaction  to 
sounds,  such  as  clanging  noises  in  the  street. 

Jimmy,  in  the  interview  situation,  added  the 
content  of  the  nightmares  — his  being  hurt  by 
falling  in  a hole,  by  rockets,  and  by  having  his 
head  hit.  Sometimes  he  “did  have  his  head  hit 
a little”  when  he  played;  sometimes  he  thought 
it  was  going  to  be  hit.  He  was  quite  a vocal  boy 
and  somewhat  dramatic. 

Apparently  in  the  school  setting  he  had  some- 
times asked  to  rest  and  after  a conference  be- 
tween the  teacher  and  his  mother  he  had  been 
allowed  to  do  so.  Otherwise  he  continued  to 
participate  in,  and  enjoy  school  activities. 

The  mother  and  father  developed  the  history 
from  this  point.  About  two  months  prior 
to  the  family’s  being  seen,  the  mother  and 
two  children  returned  to  New  York  to  visit 
relatives;  the  father  was  to  join  the  family 
again  a week  later.  The  mother  and  the  children 
were  descending  from  the  train  to  the  platform 
in  Grand  Central  Station,  New  York.  While  the 
mother  was  struggling  with  luggage,  the  older 
child,  having  alighted,  Jimmy  slipped  from  the 
mother’s  grasp  into  the  space  between  the  steps 


and  the  platform.  He  struck  his  head  against 
a rail,  crying  immediately.  There  was  no  un- 
consciousness. The  mother  hastened  to  pick  him 
up,  comforting  him,  with  the  sister  also  adding 
some  solace.  At  the  same  time,  on  an  adjoining 
track  and  in  the  vicinity,  trains  were  pulling  in 
and  out.  It  was  noisy  and  “it  was  terrifying  to 
think  what  could  have  happened.” 

All  this  time  no  assistance  was  available  for 
carrying  the  luggage.  At  this  point  the  father 
resentfully  stated  that  he  had  written  the  rail- 
road company  previously,  stating  the  time  and 
place  of  his  wife’s  expected  arrival  and  request- 
ing that  someone  to  assist  with  the  luggage  be 
present.  He  therefore  “blamed  the  company”  on 
the  basis  of  their  total  incompetence  for  not  only 
not  preventing  the  accident,  but  also  for  their 
subsequent  handling  of  the  situation.  As  a re- 
sult his  feelings  were  so  strong  that  he  turned  the 
matter  over  to  an  attorney.  With  much  feeling 
he  elaborated  on  events  that  had  led  to  his  tak- 
ing this  step.  For  instance,  he  felt  that  only 
cursory  medical  examination  had  been  given  the 
boy  by  the  railroad  doctor  shortly  after  the  acci- 
dent; and  that  the  claim  agent  had  not  replied 
to  his  letters. 

The  mother  then  felt  guilty  in  relation  to 
her  carelessness  in  causing  the  accident.  She 
also  mildly  expressed  some  frustration  with  Jim- 
my (this  was  joined  in  by  the  father)  for  not 
having  recovered  from  such  a minor  accident. 
The  main  blame,  however,  was  essentially  pro- 
jected, so  that  Jimmy  was  not  markedly  defen- 
sive when  he  stated  that  he  “was  trying.”  The 
parents  were  quick  to  reassure  him  that  he  was 
not  being  blamed. 

This  was  picked  up  by  the  therapist  in  the 
context  that  they  were  all  trying  and  this  was 
important.  As  part  of  their  trying  they  had  come 
here,  rather  than  relying  exclusively  on  the  law 
to  handle  the  situation.  At  a suitable  time  their 
lawyer  would  be  included  in  an  appropriate 
manner;  in  the  meantime  we  would  all  work 
further  in  overcoming  the  problem.  It  was  shared 
with  them  that  dreams  might  well  be  considered 
as  attempts  on  Jimmy’s  part  to  master  the  feelings 
of  fright,  although  unsuccessfully,  so  that  more 
help  would  be  needed.  Jimmy  again  participated 
at  this  juncture  to  state,  “I’m  trying.”  He  and 
his  parents  were  encouraged  to  look  for  what 
methods  they  could  find,  between  this  and  the 
next  appointment.  A developmental  history  and 
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neurological  examination  had  been  done  earlier 
in  the  interview,  both  of  which  revealed  no  indi- 
cation for  further  exploration. 

Four  further  therapy  sessions  were  held 
with  the  mother  and  boy,  with  termination 
accomplished  at  the  end  of  this  time  and  a 
two  month  follow-up  planned.  During  the  ses- 
sions the  initial  portion  was  conducted  in  joint 
interview  with  mother  and  child  in  the  office 
setting,  and  the  latter  part  in  the  playroom  with 
the  boy  alone,  and  then  with  his  mother.  From 
interview  to  interview  there  was  rapid  decrease 
in  his  symptomatology.  He  first  awakened  less 
often,  required  less  comforting  when  he  did 
awaken,  and  the  complaint  of  headache  disap- 
peared. It  was  of  some  interest  that  Jimmy  thru- 
out  utilized  the  verbal  method;  he  did  not  feel  a 
need  for  play  materials,  but  was  not  phobic  in 
his  reaction  to  the  materials.  On  one  occasion 
he  did  utilize  some  drawing,  when  there  was  a 
slight  regression  at  the  time  of  the  Cuban  Crisis. 
At  this  time  he  had  some  further  nightmares, 
although  they  were  exclusively  preoccupied  with 
rockets.  His  parents  picked  this  idea  up  in  terms 
of  the  general  anxiety  at  that  time  by  having 
shown  him  our  American  defense  weapons  ex- 
hibited at  the  State  Fair.  He  was  a bit  confused 
about  “searchlights  which  would  be  looking  for 
planes,”  and  they  were  able  to  correct  this  dis- 
tortion by  showing  him  that  searchlights  in  our 
area  were  also  used  for  numerous  grand  open- 
ings. 

Jimmy  had  caught  onto  the  idea  that  he  could 
have  some  good  ideas  about  how  to  overcome 
his  difficulties  and  he  was  eager  to  share  them 
with  his  mother  and  the  therapist. 

Some  ideas  that  Jimmy  developed  were  the 
following.  He  at  first  would  climb  fences  and 
jump  from  them,  but  wore  a football  helmet 
to  protect  his  head,  later  discarding  it  when  he 
felt  comfortable  and  secure.  He  could  then  sus- 
tain an  occasional  bump  to  his  head  as  part  of 
this  activity,  without  having  any  more  than  the 
appropriate  response.  In  another  interview  he  re- 
ported that  he  had  been  able  to  get  the  neigh- 
borhood children  to  play  his  daily  game  of  jump- 
ing into  a dark  hole  whieh  they  had  made.  Al- 
though the  ehildren  lost  interest  in  the  game 
before  he  did,  he  persisted  until  he  felt  comfort- 
able, then  eould  abandon  the  game  and  rejoin 
the  other  children  in  their  aetivities. 

IN  THE  FINAL  interview,  the  mother  spon- 
taneously exelaimed,  “I  have  a new  respeet  for 
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this  boy  and  ean  see  in  retrospect  that  the  ae- 
cident  had  probably  oceured  by  my  insisting  on 
his  holding  my  hand,  whereas  he  was  perfectly 
capable  of  handling  the  deseent  himself.”  Laugh- 
ingly she  stated,  “Maybe  it  was  a good  thing  this 
happened,  even  though  painful,  beeause  I’ll  let 
him  grow  up  and  I’ll  value  his  ideas.  I also  hope 
that  others  will  do  the  same.” 

The  attorney  was  eontaeted  and  a note  was 
written  to  him  which  was  reviewed  with  the 
mother  and  Jimmy.  There  was  a mutual  agree- 
ment that  only  medical  expenses  would  be  claim- 
ed and  that  there  was  no  residual  justifying  fur- 
ther legal  participation  on  the  family’s  behalf. 

At  the  time  of  follow-up,  which  was  done  by 
phone,  the  mother  reported  the  following.  She 
and  Jimmy  had  taken  a train  trip  to  California 
and  Jimmy  had  gaily  jumped  up  and  down  from 
the  steps  to  the  platform,  remarking  how  he 
wasn’t  afraid  anymore.  The  mother  mentioned 
that  she  had  planned  this  train  trip  purposely 
and  felt  quite  satisfied  that  there  was  no  resi- 
dual. They  flew  back  without  incident.  Case  is 
therefore  elosed. 

Summary 

A ease  has  been  presented  to  illustrate  a ehild’s 
efforts  at  mastery  of  a traumatie  experienee,  rel- 
atively mild  in  nature,  but  developing  in  the 
direction  of  a neurotic  adjustment.  Support  of 
his  efforts  and  those  of  his  parents  was  sufficient 
to  carry  through  to  a successful  resolution  within 
a quite  short  period  of  time. 

Not  all  eases  ean,  or  should  be  similarly 
handled.  There  were  many  fortuitous  circum- 
stances in  this  ease  that  led  to  early  resolution 
of  the  problem.  These  were  the  eonsiderable 
assets  of  the  parents  and  ehild  and  an  early 
referral  by  an  alert  practitioner.  The  emphasis  on 
this  ease  is  the  importanee  of  eonsidering  and 
ineluding  the  ehild’s  participation  toward  the 
mastery  of  his  diffieulties,  even  at  quite  a young 
age. 
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RECOGNIZE 
THIS  PATIENT? 


When  you  recognize  depression  and  anxiety 
reiated  to  an  organic  condition 

-add  ‘Depror  to  your  therapy 

Typical  organic  conditions  in  which ‘Deprol’ 
helps  control  related  depression  and  anxiety: 

cardiovascular  disorders  ■ arthritis  ■ cancer  ■ menopause  ■ 
alcoholism  ■ obesity  ■ asthma,  hay  fever  and  reiated  allergies  ■ 
chronic  infectious  diseases  ■ dermatoses  ■ G.l.  disorders,  and 
many  other  debilitating  or  life-threatening  illnesses 


Advantages  of  ‘Deprol’ 

1.  By  relieving  both  depression  and  anxiety,  ‘Deprol’  lifts  the  mood 

of  the  depressed  patient  without  the  agitation  and  “jitters”  that  often 
accompany  “energizer”  therapy  alone, 

2.  ‘Deprol’  relaxes  physical  tensions,  restores  normal  sleep  and  revives 
interest  in  food. 

3.  ‘Deprol’  acts  rapidly  — patients  often  respond  within  a week  or  two, 

4.  ‘Deprol’  is  compatible  with  drugs  used  to  treat  co-existing 
organic  conditions. 

5.  ‘Deprol’  is  relatively  nontoxic  and  free  of  side  effects. 


Deprol 

meprobamate  400  mg.  + benactyzine  hydrochloride  1 mg. 


Side  effects:  Slight  drowsiness  and,  rarely,  allergic  or 
idiosyncratic  reactions,  due  to  meprobamate,  and  occa- 
sional dizziness  or  feeling  of  depersonalization  in  higher 
dosage,  due  to  benactyzine,  may  occur.  Contraindica- 
tions: Previous  allergic  or  idiosyncratic  reactions  to 
meprobamate  contraindicate  subsequent  use  of  mepro- 
bamate or  meprobamate-containing  drugs.  Precautions: 
Should  administration  of  meprobamate  cause  drowsiness, 
the  dose  should  be  reduced.  Operation  of  motor  vehicles 
or  machinery  or  other  activity  requiring  alertness  should 
be  avoided  if  these  symptoms  are  present.  Effects  of  ex- 
cessive alcohol  may  possibly  be  increased  by  mepro- 
bamate. Although  suicides  with  ‘Deprol’  have  not  been 
reported,  prescribe  cautiously  and  in  small  quantities  to 


patients  with  suicidal  tendencies.  Massive  overdosage  of 
meprobamate  may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse.  Even  though  it 
has  not  been  reported  with  ‘Deprol’,  consider  the  possi- 
bility of  dependence,  particularly  in  patients  with  history 
of  drug  or  alcohol  addiction;  withdraw  gradually  after 
prolonged  use  at  high  dosage.  Complete  product  informa- 
tion available  in  the  product  package,  and  to  physicians 
on  Request. 

Usual  adult  dosage:  1 tablet  t.i.d.  or  q.i.d.  May  be  in- 
creased gradually,  as  needed,  to  6 tablets  daily.  With 
establishment  of  relief,  may  be  gradually  reduced  to 
maintenance  levels.  Supplied;  Light-pink,  scored  tablets 
Bottles  of  50. 


WALLACE  LABORATORIES  / Cranbury,  N.  J. 


Located  in  the  heart  of  the  beautiful  Phoenix  citrus  area  near  picturesque 

Camelback  Mountain,  this  hospital  is  dedicated  exclusively  to  t 
treatment  of  psychiatric  and  psychosomatic  disorders,  including  alcoholism. 
Facilities  include: 

^ Spacious,  year  ’round  outdoor  recreation  area 
^ Heated  swimming  pool 

^ Modern,  comfortable  rooms 


• Open  medical  staff  • 91  bed  capacity 

• Ratio  of  more  than  one  registered  staff  nurse  to  every  two  patients 

• All  rooms  air-conditioned  • Spacious  grounds  cover  ten  acres 

• Licensed  and  approved  by  Arizona  State  Department  of  Health 

• Member  of: 

American  Hospital  Association 

Arizona  Hospital  Association 

Association  of  Western  Hospitals 

National  Association  of  Private  Psychiatric  Hospitals 

• Approved  by: 

The  Joint  Commission  on  Accreditation  of  Hospitals 
and  The  American  Psychiatric  Association 


5055  North  34th  Str 
AMherst  4-4 
PHOENIX,  ARIZ( 

ARIZONA  FOUNDATION  FOR  NEUROLOGY  AND  PSYCHI/ 

A Non-Profit  Corpora 


FOR  YOUR 
ELDERLY 
ARTHRITIC 
PATIENTS.. 


Effectiveness,  dependability  and  reassuring  Safety  Factors  make 
Pabalate-SF  a logical  choice  for  antiarthritic  therapy  in  elderly  pa- 
tients—even  when  osteoporosis,  hypertension,  edema,  peptic  ulcer, 
cardiac  damage,  latent  chronic  infection  and  other  common  geriat- 
ric conditions  are  present.  The  potassium  salts  of  Pabalate-SF  can- 
not contribute  to  sodium  retention . ..the  enteric  coating  assures 
gastric  tolerance...  and  clinical  experience  shows  that  this  prepara- 
tion does  not  precipitate  the  serious  reactions  often  associated  with 
corticosteroids  or  pyrazolone  derivatives. 


Side  Effects:  Occasionally,  mild  salicylism 
may  occur,  but  it  responds  readily  to  ad- 
justment of  dosage.  Precaution:  In  the 
presence  of  severe  renal  impairment,  care 
should  be  taken  to  avoid  accumulation  of 
salicylate  and  PABA.  Contraindicated:  An 
hypersensitivity  to  any  component. 

Also  available:  Pabalate— when  sodium 
salts  are  permissible.  Pabalate-HC— 
Pabalate-SF  with  hydrocortisone. 


( 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 


In  each  persian-rose  enteric-coated  tablet:  potas- 
sium salicylate  0.3  Gm.,  potassium  para-aminoben- 
zoate  0.3  Gm.,  ascorbic  acid  50.0  mg. 

—the  new,  convenient  way  to  prescribe 
PABALATE-SODIUM  FREE 


Ethical  Professional 
Service  for  Your  Patients 
Founded  1936 


;NEW  BUDGET  PLAN  FOLDERS 
POPULAR  WITH  DOCTORS 

Were  real  pleased  with  your  reaction  and  response  to  our  new  } 
Budget  Plan  for  Health  folders.  Printed  in  an  attractive  blue 
, with  black  on  white  textured  paper,  these  new  folders  are  modem 
in  appearance  yet  dignified  and  will  have  greater  appeal  to  your 
patients.  The  copy  inside  is  almost  the  same  copy  as  the  former 
folder  contained,  thus  maintaining  their  dignified  and  ethical 
approach  in  explaining  how  the  Budget  Plan  works. 

We  always  try  to  keep  your  Budget  Plan  holders  filled  at  all  * 
times  but  if  we  should  miss  you,  we’d  appreciate  your  calling  us. 

If  you  would  like  a supply  of  the  new  Budget  Plan  folders,  just 
write  or  call  your  nearest  M&D  office  and  they  will  be  sent  to 
you  at  once  without  cost! 

We  also  have  a new  wall  type  Budget  Plan  folder  that  doctors  | 
^like  for  it  frees  valuable  counter  and  table  space  and  keeps  the  1 
folders  out  of  children’s  reach.  These  are  available  also  without 
■ cost  to  you.  Let  us  know  if  you’d  like  one! 


Firsf  Street  at  Willetta  • 

31  North  Tucson  Boulevard  • 
456  North  Country  Club  Drive  « 


Phoenix 
Tucson 
• Mesa 


258-7755 
MA  3-9421 
WO  4-5668 
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Challenging  Insecurity 

1FEEL  a little  in- 
congruous writing 
this  first  President’s 
Page  a month  before 
my  annual  report  to 
the  society  and  before 
assuming  the  respon- 
sibilities of  office. 
This  same  feeling 
must  come  to  the 
president-elect  every 
year,  when  the  publi- 
cation dead  line  ap- 
proaches. But  our 
much  harried  editor, 
Bob  Lorenzen,  has  too  many  important  prob- 
lems to  solve  and  I shall  add  not  one  bit  to  his 
burden  — I hope. 

During  the  past  four  months  I have  travelled 
over  all  of  our  state,  visiting  county  medical 
societies  and  having  a wonderful  time.  Never 
have  we  seen  thicker,  bluer  lupine  spreading  in 
waves  across  the  Mohawk  valley;  and  the  most 
inspiring,  unforgettable  vista  of  all,  the  beautiful 
San  Erancisco  peaks,  covered  with  the  deep 
snows  of  the  March  storm,  and  looming  like 
white-washed  pyramids  of  Gizeh,  anchored 
above  the  oranges  and  reds  of  Oak  Creek  Can- 
yon! We’ve  travelled  the  route  twice  since  and 
the  picture  is  gone  — and  we  may  never  see  it 
again  except  in  our  memory.  Arizona  is  truly  the 
most  beautiful  state  in  the  union! 

But  it  hasn’t  been  only  the  natural  beauty  of 
our  state  which  has  inspired  me.  I’ve  met  our 
doctors  and  many  of  their  wives,  a real  privilege. 
They  are  the  same  everywhere,  with  the  same 
problem,  the  same  concern  — the  care  of  the 
sick  — and  it  makes  no  difference  whether  the 
county’s  medical  population  is  four  or  seven 
hundred.  This  really  sounds  trite,  yet  living  in 
the  big  city  or  in  the  villiage  seems  to  set  up 
an  artificial  barrier,  but  only  because  the  frame 
of  reference  is  different.  The  basic  motivation, 
the  raison  d’etre,  is  universally  present,  binding 
physician  and  patient  in  the  common  valence. 
This  is  what  make  doctors  out  of  zygotes  in  the 
first  place. 

However,  with  all  tins  aura  of  fraternity  and 
sublimation  of  motivation,  I have  run  head 
long  into  a matter  of  grave  concern.  In  many  of 


the  meetings,  physicians  of  “governmental  medi- 
cal staffs”  were  present.  They  freely  entered  into 
discussions,  as  they  certainly  should  and  have 
every  right  to  do.  And  I hasten  to  add  that,  mili- 
tary, veterans  administration,  indian  service  and 
public  health  service  doctors  are  doing  a fine, 
praiseworthy  job.  But  this  isn’t  the  point.  Some 
of  these  men  are  teetering  on  the  brink  of  choos- 
ing between  the  financial  security  offered  by  a 
paternalistic  bureaucracy  and  the  challenging 
insecurity  of  free  medical  practice.  For  the  most 
part  those  I have  talked  to  are  young  men  out  of 
school  and  internship  no  more  than  one  or  two 
years  — not  career  men.  They  say,  “We’re  against 
socialized  medicine,  but  what  is  wrong  with 
government  medicine”!!  Yes,  I know  it  is  hard 
for  many  to  believe  that  there  is  a shred  of  dif- 
ference between  the  two.  Their  emphasis,  the 
deciding  factor  for  them,  is  financial  security, 
which  in  ultimate  analysis  should  be  last  and 
not  first  in  such  a choice.  And  believe  me.  I’ve 
seen  first  hand  the  financial  problems  of  the 
medical  profession  elsewhere  in  the  world  where 
governmental  — socialized  — medicine  exists,  not 
to  mention  the  professional  plight  of  those  same 
doctors  and  the  stereotyped  treatment  on  the 
patient  end  of  the  stick. 

Is  there  anything  deeper  than  a simple  con- 
cern over  money?  I think  so.  For  years  we  have 
been  increasingly  aware  of  the  pressures  of  so- 
cialism in  the  United  States.  The  average  child 
naturally  accepts  the  philosophy  he  is  born  in 
as  right  — and  will  defend,  even  fight,  for  it.  I 
wonder  if  these  young  men  have  not  been  born 
in  a country  already  so  socialized  that  they  are 
ready  to  accept  that  philosophy  and  go  to  bat 
for  it  without  argumentation  except  in  its  de- 
fense — in  1964. 

Where  is  the  spirit  of  our  pioneers  that  made 
our  nation  the  greatest  on  the  face  of  the  earth 
in  less  than  two  hundred  years?  What  is  happen- 
ing to  the  respect  we  used  to  have  for  individual 
initiative,  perseverance,  hard  work,  honest  s\^'eat 
— the  “honest  dirt”  my  mother  used  to  speak 
about  when  I came  home  from  a factory  only 
thirty  years  ago?  Nobody  ever  heard  of  feather- 
bedding in  those  days  and  would  have  considered 
it  dishonest  if  they  had. 

1AM  WORRIED  when  a young  doctor  or  a 
lawyer,  or  a clergyman,  or  aiw’one  else  for 
that  matter,  is  primarily  concerned  about  his 
financial  future,  who  hasn’t  faith  enough  in  Cod 
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and  himself  to  live  a vigorous,  useful  life  without 
fear.  But  I am  frightened  when  the  same  young 
doctor  is  willing  to  give  up  the  most  precious 
thing  in  medicine,  the  unlegislatable  privilege, 
the  emotion  which  pushed  him  relentlessly 
through  the  years  of  an  exhausting  medical  ed- 
ucation, his  real  reason  to  be,  the  doctor-patient 
relationship  — the  most  sacred  thing  in  all  the 
medical  world.  I know  a semblance  of  it  exists 
in  governmental  medical  institutions,  we  have 
all  seen  it  in  the  armed  forces,  but  never  has  it 
been  and  never  can  it  be  the  same,  otherwise  we 
would  all  be  working  in  such  institutions  or 
working  for  socialized  medicine  and  socialized 
law  and  socialized  food  and  socialized  religion. 
Walter  Reuther  has  thrown  down  the  gauntlet. 
He  is  no  longer  willing  to  start  the  socialistic 
ball  rolling  with  King-Anderson  legislation,  he 
wants  to  go  whole  hog  with  total  socialization  of 
medicine,  doctors,  hospitals,  nurses,  technicians, 
patients  — yes,  patients  — because  socialization 
of  medicine  has  always  been  the  first  step  in 
total  socialization  of  a country,  even  to  the  so- 
cialization of  man’s  soul  if  carried  to  the  ultimate. 

Need  I say  more  about  my  concern?  We  live 
in  the  best  state  in  the  greatest  country  on  the 
face  of  the  earth.  God  give  us  the  perspicacity  to 
keep  it  that  way. 

Epilogue 

Yes,  I believe  in  God,  in  America  under  God, 
in  the  dignity  of  man  under  God. 

W.  Albert  Brewer,  M.D. 

President 

☆ ☆ ☆ 

Coconino  County  Health  Department 
Designated  A Yellow  Fever 
Immunization  Center 

This  gives  Arizona  three  such  centers.  Listed 
below  are  the  locations,  days  and  hours  which 
the  vaccine  is  available: 

Goconino  Gounty  Health  Department 
Gourt  House,  Flagstaff 
Mondays  at  10:00  a.m. 

Maricopa  Gounty  Health  Department 
1825  E.  Roosevelt,  Phoenix 
Monday-Friday,  1:00-2:00  p.m.  by  appoint- 
ment 

Pima  Gounty  Health  Department 
161  W.  Alameda  St.,  Tucson 
Fridays  at  3:00  p.m.  by  appointment 


In  your  busy  night-and-day 
preoccupation  with  other 
people’s  lives,  it  is  very  diffi- 
cult for  you  to  find  time  to 
think  about  your  own  future. 

Yet  face  it  you  must  for  the 
sake  of  your  family. 

We  urge  you  to  join  with 
our  many  other  friends  and 
customers  of  the  medical  pro- 
fession, and  arrange  for  a visit 
— with  your  lawyer  — to  our 
Trust  Department. 

Discuss  your  estate  plans  in 
detail.  Let  an  experienced 
Trust  Officer  show  you  how  the 
group-judgment  of  specialists 
in  the  Trust  field  will  insure 
your  estate  being  handled 
soundly,  economically  — and 
to  the  letter  of  your  Will. 
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The  Confused  Crawfish 

We  are  told  that  professional  men  must  avoid 
socio-economie  and  political  controversy.  As 
physicians  we  are  advised  it  is  beneath  our  dig- 
nit>"  and  improper  to  openly  advocate  an  un- 
controlled economy,  the  implication  being  that 
less  dignified  members  of  our  society  should  be 
the  arbiters  and  planners  of  our  political  destiny. 

Let  us  realize,  however,  that  if  we  do  honestly 
feel  that  our  American  System  is  more  than  a 
politician’s  catch  phrase,  we  must  take  positive 
and  constructive  action  to  oppose  the  advocates 
of  socialism  who  daily  strive  for  more  control 
over  the  individual.  We  must  recognize  Fedicare 
and  similar  proposals  as  sugar  coated  doses  of 
compulsory  socialism  and  oppose  them  openly. 

If  the  physicians  and  lawyers  who  signed  the 
Declaration  of  Independence  had  felt  it  was  be- 
neath their  dignity  “to  become  involved,”  we 
might  not  have  a choice. 

In  a recent  speech  Doctor  Nicholas  Nyaradi, 
Director  of  the  School  of  International  Studies 
at  Bradley  University,  told  the  following  story 
of  some  crawfish  in  his  native  Hungary.  One  day, 
while  gaily  playing  in  their  sun-drenched  stream, 
they  felt  the  uneasy  movement  of  a fisherman’s 
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net  which  swept  them  up  and  out  of  the  water. 
Their  immediate  feeling  of  despair  gave  way 
to  satisfaction  when  they  found  they  were  not 
left  high  and  dry  but  were  placed  in  a bucket  of 
water.  Rather  than  try  to  escape,  they  rational- 
ized that  after  all  the  sun  still  shown  in  slightly 
and  there  was  enough  water.  They  soon  learned 
that  this  was  only  a temporary  change  when  they 
were  sold  to  a houswife  who  took  them  home  in 
a dry,  dark  paper  bag.  This  desperate  situation 
seemed  improved  when  the  housewife  placed 
them  in  a large  pot  of  water,  where  they  recov- 
ered their  composure  and  once  more  told  them- 
selves that  their  plight  was  quite  tolerable.  When 
the  pot  was  covered  and  the  water  became  warm 
the  crawfish  still  convinced  themselves  that  it 
couldn’t  happen  to  them,  and  the  warm  water 
was  rather  pleasant.  The  end  soon  came,  and  as 
the  water  boiled  in  the  pot  the  housewife  raised 
the  lid  and  discovered  that  the  crawfish  were 
both  red  and  dead. 

The  crawfish  had  no  choice  — we  have. 

Robert  F.  Lorenzen,  M.D. 

Editor 
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RELIEVES  ANXIETY,  APPREHENSION  AND  TENSION 


AH  day  long 

. . . keeps  the  patient  calm, 
and  the  mind  clear. 


AH  night  too 

. . . aids  restful  sleep,  with 
no  barbiturate  hangover. 


MEPROSPAIM-400 

(MEPROBAMATE  400  MG.  SUSTAINEO  RELEASE) 

Simplified,  convenient  dosage  for  emotional  relief. 


Side  effects:  ‘Meprospan’  (meprobamate,  sustained  release) 
is  remarkably  free  of  untoward  reactions.  Daytime  drowsiness 
has  not  been  reported.  Rare  allergic  or  idiosyncratic  reactions 
may  occur,  generally  developing  after  1-4  doses  of  the  drug. 

Contraindications:  Previous  allergic  or  idiosyncratic  reactions 
to  meprobamate  contraindicate  subsequent  use. 

Precautions:  Should  administration  of  meprobamate  cause 
drowsiness  or  visual  disturbances,  the  dose  should  be  reduced. 
Operation  of  motor  vehicles  or  machinery  or  other  activity 
requiring  alertness  should  be  avoided  if  these  symptoms  are 
present.  Effects  of  excessive  alcohol  may  possibly  be  increased 
by  meprobamate.  Prescribe  cautiously  and  in  small  quantities 


to  patients  with  suicidal  tendencies.  Massive  overdosage  may 
produce  lethargy,  stupor,  ataxia,  coma,  shock,  vasomotor  and 
respiratory  collapse.  Consider  possibility  of  dependence,  par- 
ticularly in  patients  with  history  of  drug  or  alcohol  addiction; 
withdraw  gradually  after  prolonged  use  at  high  dosage. 

Complete  product  information  available  in  the  product  pack’ 
age,  and  to  physicians  upon  request. 

Usual  adult  dosage:  One  400  mg.  capsule  or  two  200  mg. 
capsules  at  breakfast;  repeat  with  evening  meal. 

Supplied:  ‘Meprospan’-400  (meprobamate  400  mg.) , ‘Mepro- 
span’-200  (meprobamate  200  mg.),  each  in  sustained-release 
capsules.  Both  potencies  in  bottles  of  30. 
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Duty  , . . Honor . . . Country 

Delivered  at  the  Military  Academy, 

West  Point,  on  May  12, 1962  hy 
General  of  the  Army,  DOUGLAS  Mac  ARTHUR 
(Speaking  ivithoiit  text  or  notes) 


Soldier-Statesman 

In  each  generation  there  are  but  few  who  remain  as  symbols  of  greatness 
for  those  who  follow.  General  of  the  Army  Douglas  MacArthur  was  such 
a man. 

Demagogues  may  receive  more  votes,  articulate  hucksters  of  expediency 
may  sell  more  novel  ideas,  but  it  is  the  few  men  of  unbending  character 
and  integrity  who  are  true  giants  on  whose  shoulders  future  generations 
stand. 

With  the  passing  of  General  MacArthur  a giant  of  our  times  is  gone,  but 
his  words  live  forever.  One  of  his  last  speeches,  delivered  to  those  whose 
profession  is  arms,  is  reprinted  in  the  hope  that  its  message  may  prove 
stimulating  to  those  whose  profession  is  medicine. 

R.F.L. 


Duty,  honor,  country!  Those  three  hallowed 
words  reverently  dictate  what  you  want  to  be, 
what  you  can  be,  what  you  will  be.  They  are 
your  rallying  point  to  build  courage  when  cour- 
age seems  to  fail,  to  regain  faith  when  there 
seems  to  be  little  eause  for  faith,  to  create  hope 
when  hope  becomes  forlorn. 

Unhappily,  I possess  neither  that  eloquence  of 
diction,  that  poetry  of  imagination,  nor  that 
brilliance  of  metaphor  to  tell  you  all  that  they 
mean. 

The  unbelievers  will  say  they  are  but  words, 
but  a slogan,  but  a flamboyant  phrase.  Every 
pedant,  every  demagogue,  every  cynic,  every 
hypocrite,  every  troublemaker,  and,  I am  sorry 
to  say,  some  others  of  entirely  different  charac- 
ter will  try  to  downgrade  them  even  to  the  ex- 
tent of  mockery  and  ridicule. 

But  these  are  some  of  the  things  they  build. 
They  build  your  basic  character.  They  mold  you 
for  your  future  roles  as  the  custodians  of  the  na- 
tion’s defense.  They  make  yau  strong  enongh  to 
know  when  you  are  weak,  and  brave  enough  to 
face  yourself  when  you  are  afraid. 

WHAT  THE  WORDS  TEACH 

They  teach  you  to  be  proud  and  unbending 


in  honest  failure,  but  humble  and  gentle  in  suc- 
cess; not  to  substitute  words  for  action;  not  to 
seek  the  path  of  comfort,  but  to  face  the  stress 
and  spur  of  difficulty  and  challenge;  to  learn  to 
stand  up  in  the  storm,  but  to  have  compassion 
on  those  who  fall;  to  master  yourself  before  you 
seek  to  master  others;  to  have  a heart  that  is 
clean,  a goal  that  is  high;  to  learn  to  laugh,  yet 
never  forget  how  to  weep;  to  reach  into  the  fu- 
ture yet  never  neglect  the  past;  to  be  serious,  yet 
never  take  yourself  too  seriously;  to  be  modest 
so  that  you  will  remember  the  simplicity  of  true 
greatness;  the  open  mind  of  true  wisdom,  the 
meekness  of  true  strength. 

They  give  you  a temperate  will,  a quality  of 
imagination,  a vigor  of  the  emotions,  a freshness 
of  the  deep  springs  of  life,  a temperamental 
predominance  of  courage  over  timidity,  an  appe- 
tite for  adventure  over  love  of  ease. 

They  create  in  your  heart  the  sense  of  wonder, 
the  unfailing  hope  of  what  next,  and  the  joy  and 
inspiration  of  life.  They  teach  you  in  this  way 
to  be  an  officer  and  a gentleman. 

And  what  sort  of  soldiers  are  those  >'ou  are  to 
lead?  Are  they  reliable?  Are  they  brave?  Are 
they  capable  of  victory  ? 

Their  story  is  known  to  all  of  you.  It  is  the 
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story  of  the  American  man  at  arms.  My  estimate 
of  him  was  formed  on  the  battlefields  many, 
many  years  ago,  and  has  never  changed.  I re- 
garded him  then,  as  I regard  him  now,  as  one 
of  the  world’s  noblest  figures;  not  only  as  one 
of  the  finest  military  characters,  but  also  as 
one  of  the  most  stainless. 

His  name  and  fame  are  the  birthright  of  every 
American  citizen.  In  his  youth  and  strength,  his 
love  and  loyalty,  he  gave  all  that  mortality  can 
give.  He  needs  no  eulogy  from  me,  or  from  any 
other  man.  He  has  written  his  own  history  and 
written  it  in  red  on  his  enemy’s  breast. 

WITNESS  TO  THE  FORTITUDE 

In  20  campaigns,  on  a hundred  battlefields, 
around  a thousand  camp  fires,  I have  witnessed 
that  enduring  fortitude,  that  patriotic  self-ab- 
negation, and  that  invincible  determination 
which  have  carved  his  statue  in  the  hearts  of  his 
people. 

From  one  end  of  the  world  to  the  other,  he 
has  drained  deep  the  chalice  of  courage.  As  I 
listened  to  those  songs  in  memory’s  eye  I could 
see  those  staggering  columns  of  the  first  World 
War,  bending  under  soggy  packs  on  many  a 
weary  march,  from  dripping  dusk  to  drizzling 
dawn,  slogging  ankle  deep  through  mire  of 
shell-pocked  roads;  to  form  grimly  for  the  at- 
tack, blue-lipped,  covered  with  sludge  and  mud, 
chilled  by  the  wind  and  rain,  driving  home  to 
their  objective,  and  for  many,  to  the  judgment 
seat  of  God. 

I do  not  know  the  dignity  of  their  birth,  but  I 
do  know  the  glory  of  their  death.  They  died  un- 
questioning, uncomplaining,  with  faith  in  their 
hearts,  and  on  their  lips  the  hope  that  we  would 
go  on  to  victory. 

Always  for  them:  Duty,  honor,  country.  Al- 
ways their  blood,  and  sweat,  and  tears,  as  they 
saw  the  way  and  the  light.  And  20  years  after, 
on  the  other  side  of  the  globe,  again  the  filth  of 
dirty  foxholes,  the  stench  of  ghostly  trenches, 
the  slime  of  dripping  dugouts,  those  boiling 
suns  of  the  relentless  heat,  those  torrential  rains 
of  devastating  storms,  the  loneliness  and  utter 
desolation  of  jungle  trails,  the  bitterness  of  long 
separation  of  those  they  loved  and  cherished, 
the  deadly  pestilence  of  tropical  disease,  the  hor- 
ror of  stricken  areas  of  war. 

SWIFT  AND  SURE  ATTACK 

Their  resolute  and  determined  defense,  their 
swift  and  sure  attack,  their  indomitable  purpose. 


their  complete  and  decisive  victory  — always 
victory,  always  through  the  bloody  haze  of  their 
last  reverberating  shot,  the  vision  of  gaunt, 
ghastly  men,  reverently  following  your  password 
of  duty,  honor,  country. 

You  now  face  a new  world,  a world  of  change. 
The  thrust  into  outer  space  of  the  satellite 
spheres  and  missiles  marks  a beginning  of  an- 
other epoch  in  the  long  story  of  mankind.  In  the 
five  or  more  billions  of  years  the  scientists  tell 
us  it  has  taken  to  form  the  earth,  in  the  three 
or  more  billion  years  of  development  of  the  hu- 
man race,  there  has  never  been  a more  abrupt 
or  staggering  evolution. 

We  deal  now,  not  with  things  of  this  world 
alone,  but  with  the  illimitable  distances  and  yet 
unfathomed  mysteries  of  the  universe.  We  are 
reaching  out  for  a new  and  boundless  frontier. 
We  speak  in  strange  terms  of  harnessing  the 
cosmic  energy,  of  making  winds  and  tides  work 
for  us  . . . the  primary  target  in  war,  no  longer 
limited  to  the  armed  forces  of  an  enemy,  but  in- 
stead to  include  his  civil  population;  of  ultimate 
conflicts  between  a united  human  race  and  the 
sinister  forces  of  some  other  planetary  galaxy; 
such  dreams  and  fantasies  as  to  make  life  the 
most  exciting  of  all  times. 

And  through  all  this  welter  of  change  and  de- 
velopment your  mission  remains  fixed,  deter- 
mined, inviolable.  It  is  to  win  our  wars.  Every- 
thing else  in  your  professional  career  is  but  coral- 
lary  to  this  vital  dedication.  All  other  public  pur- 
pose, all  other  public  projects,  all  other  public 
needs,  great  or  small,  will  find  others  for  their 
accomplishments;  but  you  are  the  ones  who  are 
trained  to  fight. 

THE  PROFESSION  OF  ARMS 

Yours  is  the  profession  of  arms,  the  will  to 
win,  the  sure  knowledge  that  in  war  there  is  no 
substitute  for  victory,  that  if  you  lose,  the  na- 
tion will  be  destroyed,  that  the  very  obsession 
of  your  public  service  must  be  duty,  honor, 
country. 

Others  will  debate  the  controversial  issues,  na- 
tional and  international,  which  divide  men’s 
minds.  Rut  serene,  calm,  aloof,  you  stand  as  the 
nation’s  war  guardians,  as  its  lifeguards  from 
the  raging  tides  of  international  conflict,  as  its 
gladiators  in  the  arena  of  battle.  For  a century 
and  a half  you  have  defended,  guarded,  and 
protected  its  hallowed  traditions  of  liberty  and 
freedom,  of  right  and  justice. 
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Let  civilian  voices  argue  the  merits  or  de- 
merits of  our  processes  of  government;  whether 
our  strength  is  being  sapped  by  defieit  financing 
indulged  in  too  long,  by  federal  paternalism 
grown  too  mighty,  by  power  grown  too  arro- 
gant, by  politics  grown  too  corrupt,  by  crime 
grown  too  rampant,  by  morals  grown  too  low, 
by  taxes  grown  too  high,  by  extremists  grown 
too  violent;  whether  our  personal  liberties  are 
as  firm  and  complete  as  they  should  be. 

These  great  national  problems  are  not  for 
your  professional  participation  or  military  solu- 
tion. Your  guidepost  stands  out  like  a tenfold 
beacon  in  the  night:  Duty,  Honor,  Country. 

You  are  the  lever  which  binds  together  the 
entire  fabric  of  our  national  system  of  defense. 
Fi'om  your  ranks  come  the  great  captains  who 
hold  the  nation’s  destiny  in  their  hands  the  mo- 
ment the  war  tocsin  sounds. 

The  long,  gray  line  has  never  failed  us.  Were 
you  to  do  so,  a million  ghosts  in  olive  drab,  in 
brown  khaki,  in  blue  and  gray,  would  rise  from 
their  white  crosses,  thundering  those  magic 
words:  Duty,  Honor,  Country. 

PRAY  FOR  PEACE 

This  does  not  mean  that  you  are  warmongers. 


On  the  contrary,  the  soldier  above  all  other  peo- 
ple prays  for  peace,  for  he  must  suffer  and  bear 
the  deepest  wounds  and  scars  of  war.  Rut  al- 
ways in  our  ears  ring  the  ominous  words  of 
Plato,  that  wisest  of  all  philosophers:  “Only  the 
dead  have  seen  the  end  of  war.” 

The  shadows  are  lengthening  for  me.  The 
twilight  is  here.  My  days  of  old  have  vanished  — 
tone  and  tints.  They  have  gone  glimmering 
through  the  dreams  of  things  that  were.  Their 
memory  is  one  of  wondrous  beauty,  watered  by 
tears  and  coaxed  and  caressed  by  the  smiles  of 
yesterday.  I listen  then,  but  with  thirsty  ear,  for 
the  witching  melody  of  faint  bugles  blowing 
reveille,  of  far  drums  beating  the  long  roll. 

In  my  dreams  I hear  again  the  crash  of  guns, 
the  rattle  of  musketry,  the  strange,  mournful 
mutter  of  the  battlefield.  But  in  the  evening  of 
my  memory  I come  back  to  West  Point.  Always 
there  echoes  and  re-echoes:  Duty,  Honor,  Coun- 
try. 

Today  marks  my  final  roll  call  with  you.  But 
I want  you  to  know  that  when  I cross  the  river, 
my  last  conscious  thoughts  will  be  of  the  corps, 
and  the  corps,  and  the  corps. 

I bid  you  farewell. 


May,  1964 
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An  open  letter  on  a new  concept 
in  cigarette  filtration  from  the  makers 
of  new  lARIC  cigarettes 


DEAR  DOCTOR:  In  the  recent  report 
of  the  Surgeon  General’s  Advisory  Com- 
mittee on  Smoking  and  Health,  attention 
was  drawn  to  the  inhibitory  effect  of  cig- 
arette smoke  on  respiratory  cilia.  On  page 
34,  the  Report  states : “Components  of  the 
gas  phase  of  cigarette  smoke  have  been 
shown  to  produce  various  undesirable 
effects  on  test  animals  or  organs.  One  of 
these  effects  is  suppression  of  ciliary  trans- 
port activity,  an  important  cleaning  func- 
tion in  the  trachea  and  bronchi  (Chapter 
6,  p.  61  and  Chapter  10,  pp.  267-270).” 
The  Report  also  notes  that  there  is  a 
cigarette  filter  containing  special  charcoal 
granules  which  reduces  certain  gases 
which  inhibit  the  activity  of  mammalian 
respiratory  cilia.  On  page  61  of  the  Report 
it  states:  “Activated  carbons  differ  mark- 
edly in  their  adsorption  characteristics. 
Carbon  filters  previously  employed  in 


cigarettes  do  not  have  the  specific  power 
to  scrub  the  gas  phase.  It  has  been  re- 
ported that  a filter  containing  special  car- 
bon granules  removes  gaseous  constitu- 
ents which  depress  ciliary  activity  (28).” 
The  reference  cited  is  “New  England 
Journal  of  Medicine”  (Kensler,  C.  J.  and 
Battista,  S.  E,  269:  1161-1166,  November 
28,  1963). 

In  1954,  Liggett  &:  Myers  Tobacco  Com- 
pany began  a broadly  based  program  of 
biological  research  on  tobacco  smoke 
which  has  been  conducted  in  the  Life 
Sciences  Division  of  Arthur  D.  Little,  Inc., 
Cambridge,  Mass.  In  recent  years,  this  re- 
search has  centered  on  the  gas  phase  of 
cigarette  smoke,  and  the  development  of  a 
specially  treated  charcoal-granule  filter. 
This  filter  materially  reduces  the  gases  in 
cigarette  smoke  which  contribute  to  the 
inhibition  of  the  activity  of  mammalian 
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respiratory  cilia  in  in  vitro  experiments, 
(see  chart.) 

Dr.  Kensler  points  out  in  his  paper  re- 
ferred to  above:  “Although  it  is  recog- 
nized that  these  in  vitro  findings  may  not 
be  directly  extrapolated  to  the  effects  of 
cigarette  smoke  on  human  pulmonary  tis- 
sue the  use  of  the  charcoal-granule  filter 
will  obviously  reduce  the  level  of  exposure 
of  the  non-ciliated  as  well  as  ciliated  bron- 
chial and  alveolar  cells  to  potentially 
harmful  smoke  components.” 

The  specially  treated  charcoal-granule 
filter  discussed  in  the  Kensler  and  Battista 
paper  was  the  prototype  of  the  one  which 
is  now  available  to  the  public  on  Lark 
cigarettes.  Since  some  of  your  patients  may 
have  heard  of  this  filter  through  the  lay 
press,  and  may  inquire  about  its  basis  in 
science,  we  believe  you  may  wish  to  have 
the  information  at  hand. 


Inhibitory  Effect  of  Cigarette  Smoke 
on  Mammalian  Ciliary  Activity 

PERCENT  ( 2 SECOND  EXPOSURE  ) 
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Puffs  at  one  minute  intervals 

(Data  from  figure  6,  page  1165,  “New  England  Journal  of  Medicine,”  November  28, 1963) 

Chart  shows  inhibition  of  the  mammalian  ciliary  activity 
by  the  irritating  gases  in  cigarette  smoke: 

1.  The  screened  lines  represent  conventional  filter  and  non-filter  cig- 
arettes and  show  how  they  produced  50%  ciliary  inhibition  after  5 to  6 
puffs  and  100%  inhibition  after  7 to  8 puffs. 

2.  On  the  other  hand,  the  filter  with  activated  charcoal  granules,  repre- 
sented by  the  solid  black  line,  produced  no  significant  inhibition  (less  than 
10%)  when  the  whole  cigarette  (8  puffs)  was  smoked. 


Liggett  & Myers  Tobacco  Co. 


May,  1964 
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In  Memoriam 


On  December  4,  1963,  Arizona  lost  one  of  its 
ablest  physicians.  It  was  on  that  date  that  Frank 
X.  Marino,  M.D.  died. 

Doctor  Marino  was  born  in  Sandoval,  Illinois 
on  December  11,  1913.  At  the  age  of  13  he 
moved  with  his  family  to  Phoenix,  Arizona  where 
he  attended  Phoenix  Union  High  School.  He 
obtained  his  pre-medical  training  at  Arizona 
State  University  and  the  University  of  Arizona 
and  attended  Harvard  University  Medical 
School,  graduating  in  1939.  He  was  a medical 
resident  at  Charity  Hospital,  New  Orleans, 
Louisiana  from  1939  to  1942  and  served  in  the 
Medical  Corps  U.S.  Army  from  1942  to  1946. 
Doctor  Marino  was  active  in  teaching  and  ob- 
taining the  rank  of  associate  professor  of  Medi- 
cine at  Louisiana  State  University  Medical 
School.  He  was  certified  by  the  American  Board 
of  Internal  Medicine  in  1946  and  had  been  a 


member  of  the  American  College  of  Physicians 
since  1948. 

Doctor  Marino  returned  to  Phoenix,  Arizona  in 
1958  where  he  became  well  known  and  re- 
spected as  an  unusually  talented  specialist  in 
Internal  Medicine.  His  chief  interest  was  in  the 
field  of  cardiopulmonary  disease.  His  excellence 
as  a physician  could  be  attributed  in  large  mea- 
sure to  the  great  kindness  and  understanding 
which  he  extended  to  his  patients. 

Doctor  Marino  was  an  ardent  outdoorsman 
and  was  particularly  fond  of  fishing.  He  will  be 
greatly  missed  by  his  family,  his  associates  and 
his  patients. 

Dr.  Marino  is  survived  by  his  wife,  Marjorie, 
and  their  three  daughters,  Barbara,  Susan  and 
Nina. 

Edward  A.  Burnes,  Jr.,  M.D. 
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Doctor  Barrett  died,  the  vietim  of  an  automo- 
bile aecident,  on  February  5,  1964. 

A native  Arizonian,  Doctor  Barrett  was  born  in 
Prescott  on  November  16,  1919.  He  attended 
grade  sehool  in  Prescott,  and  after  his  family’s 
move  to  Phoenix,  Phoenix  Union  High  School 
and  Phoenix  College,  then  Stanford  University 
and  the  School  of  Medicine  at  Stanford,  gradu- 
ating in  1944.  He  served  his  internship  at  Sacra- 
mento, California. 

In  1939  Doctor  Barrett  joined  the  United 
States  Naval  Reserve  and  was  called  into  service 
in  1942  and  attached  to  the  Marine  Corps.  He 
saw  action  in  the  South  Pacific  Theatre  and  re- 
turned to  the  United  States  after  the  hostilities 
with  Japan  had  ceased. 

He  was  chief  resident  surgeon  at  the  St.  Fran- 
cis Hospital  in  San  Francisco,  and  then  in  private 
practice  of  surgery  in  that  city  until  1951,  when 
he  accepted  a residency  in  psychiatry  at  the 
Veterans  Administration  Hospital  in  Los  Angeles. 

In  1954  Doctor  Barrett  returned  to  Phoenix 
and  was  chosen  as  the  first  director  of  the  Mari- 
copa Child  Guidance  Clinic,  the  first  of  such 
clinics  in  Arizona.  He  remained  at  the  clinic 
for  two  years  and  then  opened  his  office  in  the 
private  practice  of  psychiatry. 

Doctor  Barrett  was  an  avid  sportsman.  He 


excelled  in  football,  golf,  fishing  and  hunting. 

The  greatest  tribute  one  can  pay  to  Doctor 
Barrett’s  proficiency  is  the  fact  that  he  was  in- 
deed a “doctor’s  psychiatrist.”  During  his  few 
years  in  active  practice  in  Phoenix,  we  was  not 
only  psychiatric  consultant  to  some  of  the  most 
respected  physicians  in  this  area  but,  when 
emotional  difficulties  arose  in  physicians’  fam- 
ilies, it  was  usually  Doctor  Barrett  who  was  con- 
sulted. He  combined  the  faithfulness,  sincerity 
and  common  sense  of  the  old  time  physician  with 
the  skill  and  scientific  accuracy  of  the  modern 
psychiatrist.  His  passing  has  left  a gap  in  the 
professional  ranks  of  our  society  which  cannot 
be  filled. 

In  the  history  of  psychiatric  medicine  in  Ari- 
zona, he  left  a mark  of  distinction  as  an  out- 
standing clinician  of  the  highest  professional 
accomplishments.  We  salute  a colleague  and 
friend,  who  exemplified  the  highest  qualities  of 
the  physician,  and  whose  memory  will  be  hon- 
ored by  all  who  knew  him. 

Doctor  Barrett  is  survived  by  his  v4fe,  Joann, 
a daughter,  Brandi,  his  mother,  Mrs.  Eliza  Stone 
Barrett,  and  two  brothers,  Tom  Barrett  and  Sam 
S.  Barrett,  D.D.S. 

Otto  L.  Bendheim,  M.D. 


May,  1964 
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A statement  to  physicians 
concerning  a new  concept 
for  feeding  infants  in  the  home 


What  is  “Nursette”? 

The  Nursette  disposable  formula  bottle  is  the  ultimate 
in  simplicity  and  safety  for  routine  formula  feeding. 
The  Nursette  unit  consists  of  a glass  bottle  already  filled 
with  Enfamil  in  20  cal./oz.  dilution.  No  further  prepa- 
ration is  required.  Just  twist  off  the  cap,  attach  a con- 
ventional nipple  unit  of  choice  and  the  Nursette  bottle 
is  ready  for  feeding. 

The  Nursette,  with  Ready-to-Use  Enfamil  formula, 
is  available  in  three  sizes  (4,  6 and  8 oz.)  to  keep  pace 
with  the  infant’s  growing  appetite.  It  is  safe  to  store  un- 
opened without  refrigeration  and  feed  without  warming, 
if  desired.  Also,  there  are  no  cans  to  open,  no  ingredi- 
ents to  mix  or  measure,  no  bottles  to  wash  and  sterilize. 

Although  the  concept  of  a presterilized,  ready-to- 
use  formula  sealed  in  a glass  nursing  bottle  seems  rela- 
tively simple— the  actual  production  of  such  a unit  is 
extremely  complex.  Ten  years  of  research  and  develop- 
ment were  required  to  solve  technological  problems  and 
perfect  the  needed  processes.  While  bottles  filled  with 
formula  are  in  constant  motion,  high  heat  is  applied  for 
a critically  short  period.  The  result:  a sterile  formula 
with  the  natural  whiteness  of  whole  milk  and  maximal 
retention  of  all  nutritional  values. 


©1964  MEAD  JOHNSON  & COMPANY,  EVANSVILLE,  INDIANA 
^NURSETTE  IS  A TRADEMARK  OF  MEAD  JOHNSON  & COMPANY 


Who  uses  “Nursette”? 

The  Nursette  unit  is  for  routine  feeding  of  normal  it 
fants.  Nursette  with  ready-to-use  formula  eliminatj 
much  of  the  work  and  worry  associated  with  curren 
methods  of  formula  preparation.  Consumer  survey 
with  hundreds  of  mothers  indicate  a high  prefereni 
for  this  new  concept  in  infant  feeding. 

Infant  feeding  with  the  Nursette  unit  offers  pr actio 
benefits  to  both  the  inexperienced  parent  and  the  h 
ried  multipara  — without  compromising  nutrition 
quality.  In  turn,  only  a minimum  amount  of  your  ti 
is  required  for  counseling  anxious  mothers  on  the  proi 
lems  of  formula  preparation. 

For  infant  feeding  in  the  home,  the  Nursette  disposi 
ble  formula  bottle  provides  clinically  proven  Enfamj 
Infant  Formula  in  the  most  practical  and  conveni 
form.  This  consistent  20  cal./oz.  nutrition  may  be  usi 
exclusively  or  in  conjunction  with  formula  prepari 
from  Enfamil  concentrated  liquid  or  powder. 

As  the  ultimate  in  simplicity  and  safety  for  ho 
feeding,  the  Nursette  disposable  formula  bottle  will, 
doubt,  interest  many  parents.  In  keeping  with  our  de 
cation  of  “Serving  All  Needs  in  Infant  Nutritio 
Mead  Johnson  Laboratories  is  proud  to  make  this  n 
product  available  to  you  and  your  patients. 


Mead  Johnson 
Laboratories 


Symbol  of  service  in  medicine 


Enfamil* 

NURSETTE 


Enfamir  NURSETTE 
ready- to -use 

disposable  infant  formula  unit 


Effectiveness,  dependability  and  reassuring  Safety  Factors  make 
Pabalate-SF  a logical  choice  for  antiarthritic  therapy  in  elderly  pa- 
tients—even  when  osteoporosis,  hypertension,  edema,  peptic  ulcer, 
cardiac  damage,  latent  chronic  infection  and  other  common  geriat- 
ric conditions  are  present.  The  potassium  salts  of  Pabalate-SF  can- 
not contribute  to  sodium  retention .. .the  enteric  coating  assures 
gastric  tolerance . . . and  clinical  experience  shows  that  this  prepara- 
tion does  not  precipitate  the  serious  reactions  often  associated  with 
corticosteroids  or  pyrazolone  derivatives. 


Side  Effects:  Occasionally,  mild  salicylism 
may  occur,  but  it  responds  readily  to  ad- 
justment of  dosage.  Precaution:  In  the 
presence  of  severe  renal  impairment,  care 
should  be  taken  to  avoid  accumulation  of 
salicylate  and  PABA.  Contraindicated:  An 
hypersensitivity  to  any  component. 

Also  available:  Pabalate— when  sodium 
salts  are  permissible.  Pabalate-HC— 
Pabalate-SF  with  hydrocortisone. 


In  each  persian-rose  enteric-coated  tablet:  potas- 
sium salicylate  0.3  Gm.,  potassium  para-aminoben- 
zoate  0.3  Gm.,  ascorbic  acid  50.0  mg. 

—the  new,  convenient  way  to  prescribe 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 


PABALATE-SODIUM  FREE 


’ 

f 


fW 


release 

far 

hostility? 

Overeating  is  often  an  outlet  for 
feelings  of  hostility.  Many  people 
take  out  their  anger  by  overindul- 
gence at  or  between  meals.  As  a re- 
sult they  become  overweight. 

‘Eskatrol’  Spansule  capsules  both  con- 
trol appetite  and  relieve  the  emo- 
tional stress  that  causes  overeating. 
That’s  why  so  many  patients  are 
losing  more  pounds  with  ‘Eskatrol’. 

ES  KAT  R01tf*^Trademark 

Each  capsule  contains  Dexedrine®  (brand  of 
dextroamphetamine  sulfate),  15  mg.,  and  Com- 
pazine® (brand  of  prochlorperazine),  7.5  mg., 
as  the  maleate. 

SPANSULE^ 

brand  of  sustained  release  capsules 

because  emotions  play  an 
important  role  in  overweight 

Brief  Summary  of  Principal  Side  Effects  and 
Cautions 

Side  effects  (chiefly  nervousness  and  insomnia)  are 
infrequent,  and  usually  mild  and  transitory. 
Cautions:  ‘Eskatrol’  Spansule  capsules  should  be 
used  with  caution  in  the  presence  of  severe  hyper- 
tension, advanced  cardiovascular  disease,  or 
extreme  excitability.  There  is  a possibility,  though 
little  likelihood,  of  blood  or  liver  toxicity  or 
neuromuscular  reactions  (extrapyramidal  symp- 
toms) from  the  phenothiazine  component  in 
‘Eskatrol’  Spansule  capsules. 

For  complete  prescribing  information,  please  see 
PDR  or  available  literature. 

Supplied:  Bottles  of  50  capsules. 

Smith  Kline  & French  Laboratories 
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In  Fractures:  B and  C vitamins  are  therapy 


Stress  formula  vitamins  are  a key  factor  in  bone  and  tissue  regeneration.  To  meet  the 
increased  metabolic  demands,  STRESSCAPS  offers  therapeutic  amounts  of  B and  C 
vitamins  as  an  aid  to  smoother  convalescence  and  earlier  rehabilitation.  In  fractures, 
as  in  many  other  conditions  of  physiologic  stress,  STRESSCAPS  vitamins  are  therapy. 


Stress  Formula  Vitamins  Lederle 


Each  capsule  contains: 

Vitamin  B|  (Thiamine Mononitrate)  10  mg. 


Vitamin  B2  (Riboflavin)  10  mg. 

Niacinamide  100  mg. 

Vitamin  C (Ascorbic  Acid)  300  mg. 

Vitamin  85  (Pyridoxine  HCI)  2 mg. 

Vitamin  B12  Crystalline  4 mcgm. 

Calcium  Pantothenate  20  mg. 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  de- 
ficiencies. Supplied  in  decorative  “re- 
minder” jars  of  30  and  100;  bottles  of  500. 


(^M^LEDERLE  laboratories,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y 

7283-4 


March  9,  1964 

Dr.  Robert  F.  Lorenzen 
Editor-in-Chief 
Arizona  Medicine 
550  West  Thomas  Road 
Phoenix,  Arizona 

Dear  Doctor  Lorenzen : 

Reference  is  made  to  the  February  1964  issue, 
and  an  article  titled  “Is  It  Possible  to  Have 
Health  Mdthout  Welfare?”  by  Richard  L.  Durbin 
and  Robert  C.  Hardy. 

The  following  is  quoted  directly  from  their 
article  ( Page  128 ) . “The  King-Anderson  Bill 
wisely  proposes  benefits  throughout  the  full 
range  of  available  medical  services:  In  hospitals, 
clinics,  doctor’s  offices,  nursing  homes,  and  in 
the  patient’s  homes.  This  allows  the  patient  to 
receive  the  care  which  most  effectively  and  most 
economically  meets  his  medical  need.” 

May  I take  exception  to  this  misrepresentation 
of  the  King-Anderson  Bill.  This  Bill,  as  currently 
proposed,  will  take  care  of  limited  medical  care 
within  a general  hospital,  under  contract  to  the 
federal  government,  in  out-patient  departments 
associated  with  these  hospitals  and  with  a de- 
ductible expense  chargeable  to  the  patient 
amounting  to  twenty  dollars,  and,  as  currently 
proposed,  those  nursing  homes  which  are  Hos- 
pital associated.  The  King-Anderson  Bill  does 
not  cover  any  expense  or  medical  care  in  a doc- 
tor’s office  or  in  clinics  not  associated  with  a 
contract  hospital.  King-Anderson  would  also 
allow  home  visits  by  Visiting  Nurses  Association. 

The  reference  made  to  the  King-Anderson  Bill 
is  actually  those  proposals  made  by  or  provisions 
covered  by  the  Kerr-Mills  Bill  which  would  cov- 
er total  medical  cost  to  the  medical  indigent.  In 
order  to  avoid  misunderstanding  on  the  part  of 
our  readers,  I think  that  this  matter  should  be 
brought  to  their  attention. 

Sincerely  yours, 

Arthur  V.  Dudley,  Jr.,  M.D. 

******  <^ 


Mr.  Durbin  was  advised  of  receipt  of  the  above  criti- 
cism of  a portion  of  his  article.  The  following  is  his  reply. 


Correspondence 

April  3,  1964 

Robert  F.  Lorenzen,  M.D. 

Editor,  Arizona  Medicine 
4533  N.  Scottsdale  Road 
Scottsdale,  Arizona 
Dear  Doctor  Lorenzen; 

Upon  re-examination  of  my  article  I find  that 
your  reader  is  correct  in  part. 

The  King-Anderson  Bill  proposes  coverage 
from  45  days  to  180  days  of  hospitalization  with 
the  patient  paying  from  $20  to  approximately 
$90,  depending  upon  which  coverage  he  chooses 
and  his  length  of  stay. 

Additionally,  King-Anderson  proposes  cover- 
age of: 

1.  All  nursing  home  care  costs  up  to  180  days; 

2.  All  costs  above  an  initial  $20  for  hospital 
diagnostic  outpatient  services; 

3.  All  costs  for  home  health  care  visits  by  com- 
munity visiting  nurses  and  physical  thera- 
pists up  to  240  visits  in  any  one  year; 

4.  Cost  of  drugs  used  as  an  inpatient  of  a 
general  hospital  or  nursing  home; 

5.  Surgeons’  and  physicians’  fees  when  the 
service  is  furnished  by  an  intern  or  resident 
in  an  American  Medical  Association-ap- 
proved training  program;  or  when  the  serv- 
ices are  rendered  through  a hospital  and 
are  in  the  field  of  pathology,  radiology, 
anesthesiology,  or  physical  medicine; 

6.  Services  furnished  in  a nursing  home  fa- 
cility by  interns  and  residents  in  training 
under  an  American  Medical  Association- 
approved  teaching  program  of  the  hospital 
with  which  the  nursing  home  facility  is 
affiliated. 

Perhaps  the  bill  is  limiting  in  some  other  as- 
pects of  physical  and  economic  convenience  to 
patients;  the  point  is  that  it  is  a sizeable  step 
towards  benefits  throughout  the  full  range  of 
medical  services.  Legislation  of  this  type  must 
safeguard  against  misuse,  and  will  usually  en- 
courage certain  patterns  of  utilization;  i.c.,  hos- 
pital centered,  in  its  efforts  to  meet  public  need. 

Kerr-Mills  “type”  legislation  affords  matching 
federal  funds  to  states  participating  in  the  pro- 
gram. This  legislation  does  not  specif\’  what 
services  are  to  be  covered,  so  co\  erage  may  or 
may  not  cover  total  care  for  medical  indigcnts, 
depending  upon  state  legislation. 

Both  bills  can  mo\  e us  into  a more  comprehen- 
sive health  care  system  if  they  are  planned  and 
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utilized,  recognizing  that  the  present  voluntary 
plans  are  available  for  use  by  those  who  can  af- 
ford to  pay  for  their  own  care,  and  are  also 
available  for  expansion  to  indigent  and  low  in- 
come bracket  groups. 

Very  truly  yours, 
Richard  L.  Durbin 
Administrator 

March  4, 1964 

Robert  Lorenzen,  M.D. 

Editor,  Arizona  Medicine 
550  West  Thomas  Road 
Phoenix,  Arizona 

Dear  Doctor  Lorenzen: 

In  order  to  keep  members  of  the  Arizona  Medi- 
cal Association  informed  of  various  activities  of 
the  Association,  I have  been  asked  to  write  you 
with  regards  to  the  activities  of  the  Sub-Com- 
mittee on  Rehabilitation  and  would  request  that 
you  pass  this  information  on  to  your  readers. 

As  suggested  by  the  American  Medical  Asso- 
ciation, the  Arizona  Medical  Association  main- 
tains a committee  on  rehabilitation.  This  is  a 
sub-committee  of  the  Professional  Committee  and 
has,  as  one  of  its  functions,  the  duty  of  maintain- 
ing and  passing  on  information  with  regards  to 
various  rehabilitation  aspects  of  medicine  to 
members  of  the  Association. 

Rehabilitation  in  all  its  aspects  has  received 
a great  deal  of  attention  and  study  over  the  past 
few  years  and  will  continue  to  receive  much  at- 
tention, particularly  from  governmental  sources. 

The  American  Medical  Association  recognizes 
this  and  recognizes  that  the  medical  profession 
must  remain  ready,  willing  and  able  to  contrib- 
ute their  share  to  this  rapidly  developing  aspect 
of  our  society. 

Organized  medicine  is  encouraged  to  take  an 
active  part  in  rehabilitation  planning  on  the  local 
community  level  as  well  as  on  a state-wide  and 
national  level.  Much  information  is  available 
to  those  interested  or  to  those  who  can  be  en- 
couraged to  become  interested  in  this  aspect  of 
medicine. 

Information  is  also  available  to  members  of  the 
Association  or  others  interested  with  regards  to 
rehabilitation  facilities  in  and  out  of  Arizona. 

The  are  many  excellent  facilities  available  in 
Arizona  with  regards  to  specific  rehabilitation 
problems.  These  are  primarily  located  in  the 


center  of  greater  opulation.  There  are,  however, 
many  notable  deficiencies  in  the  field  of  rehabili- 
tation, both  in  and  out  of  Arizona. 

Much  rehabilitation  service  has  to  be  sought 
in  other  major  teaching  and  treatment  centers. 

The  Sub-Committee  on  Rehabilitation  has  an 
ever  increasing  file  of  information  with  regards 
to  rehabilitation  facilities  over  the  country  which 
is  available  on  request. 

We  would  like  to  encourage  the  use  of  this 
information  and  request  that  any  doctor  or  other 
interested  individual  who  has  a rehabilitation 
problem  or  seeks  rehabilitation  information  take 
advantage  of  this  information  file  and  request 
such  from  me  or  from  Mr.  Carpenter  at  the 
Medical  Association  office. 

Thank  you  very  much.  Doctor  Lorenzen,  for 
passing  this  information  on. 

Very  truly  yours, 

Ray  Fife,  M.D. 

Sub-Committee 
on  Rehabilitation 

March  12,  1964 

Robert  F.  Lorenzen,  M.D. 

Editor,  Arizona  Medicine 
P.O.  Rox  128 
Scottsdale,  Arizona 

Dear  Bob: 

I wonder  if  our  State  Journal  is  in  a sufficiently 
solvent  economic  status  so  as  to  permit  us  to 
discontinue  the  advertising  of  tobacco  or  tobacco 
products  in  our  publication.  It  would  seem  that 
we,  as  doctors  of  medicine,  should  certainly  not 
extend  even  tacit  approval  of  the  use  of  tobacco 
at  this  time. 

In  a not  so  serious  vein,  why  don’t  we  ab- 
breviate Arizona  Medical  Association  as  AZMA? 

Cordially 

T.  Richard  Gregory,  M.D. 

* * * 

Editors  note  — Although  mounting  evidence 
seems  to  implicate  eigarette  smoking  as  a health 
hazard,  our  State  Medical  Society  has  not  yet 
indicated  any  official  position  in  this  regard. 
If  the  Society  takes  a position  officially  opposing 
cigarette  smoking,  we  would  then  feel  it  incon- 
sistent to  accept  advertising  from  cigarette  manu- 
facturers. 
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■ Plastic  Eyes  and  Contact  Lenses  ■ Zenith  Hearing  Aids 
■ Distributor  for  Major  Optical  Manufacturers 
Complete  line  of  Refractory  Equipment  ■ Office  Planning  and  Layout 


A SIGN  OF  TRUST 


14  E.  Monroe  St. 
ALpine  8-8928 
2021  N.  Central  Ave. 
252-3242 

4350  N.  Central  Ave. 
AMherst  6-8824 


909  E.  Brill 
252-8904 

218  E.  Stetson  Dr.  ( Scottsdale ) 
WHitney  6-1711 
Marcus  J.  Lawrence  Clinic 
Cottonwood,  Arizona 


PARK  CENTRAL 

2040  W.  Bethany  Home  Rd. 

274-3193 

550  W.  Thomas  Rd. 

CRestwood  4-5409 

461  W.  Catalina  Dr. 

CRestwood  9-3509 


HOME  OFFICE:  625  E.  Indian  School  Road  . . . 264-6666 


in  treating  topical  infections,  no  need  to  sensitize  the  patient 


USE  ‘POLYSPORINIL 

POLYMYXIN  B-BACITRACIN 

ANTIBIOTIC  OINTMENT 

broad-spectrum  antibiotic 
therapy  with  minimum  risk 
of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be  taken  if 
this  occurs.  Supplied:  in  Vz  oz.  and  1 oz.  tubes. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


.TZt  burroughs  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,N.Y. 


PRO-BANTHINE 


OP  propantheline  bromide 


For  Ten  Years... 
the  Standard  Anticholinergic 

IVIany  studies  by  many  investigators  over  many 
years  have  established  Pro-BanthTne  (propantheline 
bromide)  as  the  standard  anticholinergic  in  the  man- 
agement of  peptic  ulcer  and  other  gastrointestinal 
disorders. 

It  Is  Effective— Hundreds  of  comparative  laboratory 
and  clinical  trials  and  innumerable  gratified  patients 
have  made  Pro-Banthine  (propantheline  bromide) 
the  most  widely-prescribed  medication  in  its  class. 
It  Is  Selective  — Its  major  effect  is  on  the  gastrointes- 
tinal and  urogenital  tracts.  Secondary  activity  when 
noticeable  seldom  passes  the  point  of  temporary 
annoyance. 

It  Is  Dependable  — Moderate  doses  reduce  gastric 
secretion  and  acidity  and  diminish  gastrointestinal 
hypermotility.  The  usual  dosage  may  be  safely 


doubled  or  tripled  to  suppress  symptoms  in  patients 
with  severe  or  refractory  conditions. 

These  qualities  have  won  such  wide  recognition 
in  standard  texts  on  pharmacology  and  therapeutics 
that  to  prescribe  Pro-BanthTne  (propantheline  bro- 
mide) is  truly  to  prescribe  “by  the  book.” 

The  usual  adult  dosage  is  one  tablet  of  15  mg. 
with  meals  and  two  at  bedtime. 

Side  Effects  And  Cautions— Urinary  hesitancy,  xer- 
ostomia, mydriasis  and,  theoretically,  a curare-like 
action  may  occur  with  Pro-BanthTne  (propantheline 
bromide).  It  is  contraindicated  in  patients  with  glau- 
coma or  severe  cardiac  disease. 

Pro-BanthTne  (propantheline  bromide)  is  supplied 
as  tablets  of  15  mg.  and,  for  parenteral  use,  as 
serum-type  ampuls  of  30  mg. 

G.  D.S EARLE  & CO. 

CHICAGO,  ILLINOIS  60S80 

Research  in  the  Service  of  Medicine 
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Topics  of  Current  Medical  Interest 


AMERICAN  MEDICAL  ASSOCIATION 

113th  Annual  Convention,  San  Francisco 
Civic  Center 
June  21-25,  1964 

Start  the  summer  at  the  world’s  greatest 
medical  meeting  in  Americas’s  most  picturesque 
city.  Now,  after  six  years,  the  AM  A returns  with 
the  outstanding  scientific  program  of  1964.  In 
just  five  compact  days,  you  can  make  a compre- 
hensive review  of  the  most  recent  medical  prog- 
ress in  general  practice  and  all  the  specialties. 

* 60  original  papers  on  organ  transplants 
and  hyperbaric  oxygen 

* 6 general  scientific  meetings:  diagnosis  of 
acute  liver  disease,  autoimmune  mech- 
anisms and  disease,  cardiovascular  opacifi- 
cation, tumors  of  the  endocrine  function, 
hyperbaric-oxygen  phenomena,  and  com- 
puters in  medicine. 

**  22  medical  specialty  programs 

* 750  scientific  and  industrial  exhibits 

* Special  program  on  heart  disease  by  the 
AMA,  American  College  of  Cardiology, 
and  the  American  Heart  Association. 

* Lectures,  Panel  Discussions,  Motion  Pic- 
ture Premieres,  Color  Television. 

All  this,  and  San  Francisco,  too  — Bring  the 
Family!  See  JAMA  May  9 for  complete  scientific 
program,  forms  for  advance  registration  and 
hotel  accommodations.  Over  100  hotels  and  mo- 
tels to  choose  from. 


Carl  E.  Behle 

BEHLE  APPOINTED 

Carl  E.  Behle  has  been  appointed  profes- 
sional relations  director  for  Arizona  Blue  Cross 
and  Blue  Shield,  and  has  already  taken  over  his 
new  assignment.  Behle  has  spent  nine  years 
with  the  Oklahoma  Blue  Cross  and  Blue  Shield 
plan.  His  latest  capacity  was  as  professional  re- 
lations director. 

Both  the  physician  relation  and  hospital  rela- 
tions departments  will  be  under  his  direction. 

Behle  has  been  a resident  of  Tulsa  with  his 
wife  and  two  children,  and  is  a graduate  of  Tem- 
ple University. 


IMPORTANT  ANNOUNCEMENT 
Re:  VACCINIA  IMMUNE  GLOBUIIN 


Doctor  Charles  A.  L.  Stephens,  Chairman, 
Pima  County  Medical  Society’s  Advisory 
Committee  to  the  Southern  Arizona  Red  Cross 
Blood  Center,  wishes  to  call  your  attention  to 
the  availability  of  a blood  fraction  that  is  spe- 
cific for  the  treatment  of  certain  vaccination 
complications,  such  as  eczema  vaccinatum, 
vaccinia  necrosum,  or  accidental  eye  inocu- 
lation. 

It’s  called  VACCINA  IMMUNE  GLOBU- 
LIN, and  Red  Cross  ( the  only  source ) will 
deliver  it  to  you  as  rapidly  as  possible  when- 
ever you  need  it,  day  or  night. 

Because  the  supply  is  lim.ited  and  would 
soon  be  dissipated  if  VIG  were  used  when 
not  indicated,  seven  specialists  across  the  na- 
tion have  volunteered  to  act  as  considtants. 


If  you  should  require  VIG  for  a patient,  the 
following  routine  has  been  established  for  ob- 
taining this  product: 

Call  either  of  the  following  volunteer  con- 
sultants, collect: 

Dr.  C.  Henry  Kempe,  University  of  Colorado 
Medical  Center,  Denver,  DUdley  8-4511, 
(Residence  — FRemont  7-9430). 

Dr.  Henry  K.  Silver,  Uni\'ersity  of  Colorado 
Medical  Center,  Denver,  DUdlev  8-4511, 
(Residence  - FL  5-7990). 

The  consnltant  will  confirm  the  need  for 
VIG  and  will  telephone  the  Red  Cross  Blood 
Center  here.  Red  Cross  will  arrange  immedi- 
ate delivery  by  the  most  rapid  means  a\ail- 
able. 

There  is  no  charge  for  VIG,  and  Red  Cross 
pays  all  telephone  and  transportation  costs. 
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Laboratories 


iHe<i(ical  Cehtef  and  Clinical  JialfctatoHf 


1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 


DIAGNOSTIC  X-RAY 
CLINICAL  PATHOLOGY 
ELECTROCARDIOGRAPHY 


X-RAY  THERAPY 
TISSUE  PATHOLOGY 
BASAL  METABOLISM 


R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director  Martin  L.  List,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Lorel  A.  Stapley,  M.D.,  Consultant  Pathologist 


THE  DIAGNOSTIC  LABORATORY 

Complete  Medical  Laboratory  Service,  X-Ray  Diagnosis 
Radiation  Therapy,  Radioactive  Isotopes 


DEPARTMENT  OF  PATHOLOGY 

' MAURICE  ROSENTHAL,  M.D. 

'V;  GEORGE  SCHARF,  M.D. 
f SEYMOUR  B.  SILVERMAN,  M.D. 
BLAND  GIDDINGS,  M.D. 


DEPARTMENT  OF  RADIOLOGY 

MARCY  L.  SUSSAAAN,  M.D. 


GERALDINE  PACE,  M.D 


American  Boards  of  PATHOLOGY  and  RADIOLOGY 
\ ' ! "V  1130  E.  McDowell  Rd.  • Phoenix,  Arizona 


11 30  E.  McDowell  Rd.  • Phoenix,  Ari; 

Phone  AL  8-1601 

Information,  Price  Lists  and  Mailing  Containers  upon  request. 
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YOUR  PROFESSIONAL 
GROUP  ACCIDENT  AND 
SICKNESS 

INSURANCE  POLICY 

Approved  and  Recommended  by 
Your  Insurance  Committee  and 
Board  of  Directors 


☆ ☆ ☆ 


A Program  Designed  For 
The  Members  Of 

THE  ARIZONA  MEDICAL 
ASSOCIATIONJNC. 

By  The 

NATIONAL  CASUALTY  COMPANY 
OF  DETROIT 


☆ ☆ ☆ 


For  Complete  Information 

CONTACT 

CHARLES  A.  DELEEUW 

3424  N.  Central  Ave.  - AMherst  6-2403 


PIMA  COUNTY  REPRESENTATIVE 

RONALD  DEITRICH 

136  North  Stone  Avenue  MAin  3-0583 


reduce 

or  obviate 
the  need  for 

transfusions 
and  their 
attendant 
dangers 


KOAGAMIN  is  indicated  whenever 
capillary  or  venous  bleeding 
presents  a problem. 
KOAGAMIN  has  an  outstanding 
safety  record  --  in  25  years  of  use 
no  report  of  an  untoward  reaction 
has  been  received;  however, 
it  should  be  used 
with  care  on  patients 

with  a predisposition 


emostat 


Each  cc  contains:  5 mg.  oxalic  acid,  2.5  mg.  malonic 
acid,  phenol  0.25%;  sodium  carbonate  as  buffer. 

Complete  data  with  each  1 Occ  vial.  Therapy  chart  on  request. 


CHATHAM  PHARMACEUTICALS,  INC. 

Newark  2,  New  Jersey 


Distributed  in  Canada  by  Austin  Laboratories,  Ltd.  • Paris,  Ontario 
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• MMIMIMMIIII 


DOCTOR,  WILL  YOU  SPECIFY  DESERET'S  BRAND  OF 

MEPROBAMATE 

Desa~Bamate 


Proprietary  protection  of  your  prescription 
with  generic  economy  to  your  patient. 

'5;' 

DESERET  PHARMACEUTICAL  CO.  - Salt  Lake  City,  Utah  ~ ^ - 


POST-EZE  SYSTEMS  ARE 
AVAILABLE  FOR: 


★ ACCOUNTS  RECEIVABLE 

★ ACCOUNTS  PAYABLE-  PURCHASES 

★ ACCOUNTS  PAYABLE -CASH  DISBURSEMENT 


Now,  small-  and  medium-size  offices 
can  effect  the  economies  of  mechanized 
accounting  without  buying  machines  or 
employing  specialized  operators. 

^ POSfUSH  simplified  plans  save 
up  to  66%  of  time,  eliminate  trans- 
cription errors,  and  keep  all  records  up- 
to-date  and  in  balance,  because:  — 

ONE  writing  posts  all  records 
ONE  simple  proof  proves  all  records 

To  Learn  How  you  will  save  up  to  66% 

(it  only  takes  10  minutes) 

CALL  FOR  TRAINED  REPRESENTATIVE 

ALpinc  4-6611 
3111  N.  29lh  Avenue 
PHOENIX,  ARIZONA 

MAIn  2-2446 
604  N.  4th  Avenue 
TUCSON,  ARIZONA 


PRINTING  • LITHOGRAPHY  • ROTARY 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 
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Pharmacy  Directory 


Your  Prescription  Store 

DIERDORF  PHARMACY 

Phone  BR  5-5212 

2315  N.  24th  St.  Phoenix,  Arizona 

Milburn  F.  Dierdorf 


Fairmont  Pharmacy 

3231  East  McDowell  Road  Phoenix,  Arizona 

PRESCRIPTIONS  - DRUGS  - COSMETICS  - FOUNTAIN 
BRidge  5-5719  FREE  DELIVERY 


iScottsJale  call 

Lute's  Scottsdale  Pharmacy 


For 


PRESCRIPTIONS 
WH  5-8420  — WH  5-8429 
Next  to  the  1st  National  Bank 


SRUTWA  PHARMACIES,  INC. 

WH  5-3791 

Scottsdale  Medical  Center 
218  E.  Stetson  Drive 
Scottsdale,  Arizona 


Serving  Arizona 
Health  Needs 
Since  1908 


Phoenix  - Tucson  - Scottsdale  - Mesa  - Tempe 
Maryvale  - Glendale  - Westown  - Sunnyslope 
Paradise  Hills  - Globe  - Miami 
Casa  Grande  • Wickenburg 


BUTLER'S 

REST  HOME 

• Bed  Patients  and  Chronics 

• Television  *24  Hour  Nursing  Care 

• Excellent  Food  • State  Licensed 

802  N.  7th  St. 

Phoenix,  Arizona 

Telephone  AL  3-2592 

DOCTOR!  For  a White  Mountain  Vacation 
away  from  your  cares,  take  your 
family  to 

MOONRIDGE  LODGE 

Guest  Rooms,  Housekeeping  Cabins  with 
Fireplaces.  All  electric  — 

Insulated  — Tiled 

Gifts  — Sporting  Goods  — Breakfast  Served 
Dinners  by  Reservation 
Close  to  Golfing,  Trout  Fishing 
Phone  336-4580  or  write  Box  725,  Lakeside 
Olaf  and  Thora  Dworakowski 
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Physicians’  Directory 


E.  A.  GATTERDAM,  M.D. 

Fellow,  American  College  of  Chest  Physicians 
Fellow,  American  College  of  Allergists 
Academy  of  Allergy 

JOHN  F.  McKENNA,  M.D. 

Associate  Fellow,  American  College  of  Allergists 
Professional  Building,  15  E.  Monroe 
Phoenix  4,  Arizona  — Alpine  4-2174 


DANIEL  H.  GOODMAN,  M.D.,  F.A.C.P. 

Diplomate 

American  Board  of  Internal  Medicine 
and  Subspecialty  Board  of  Allergy 

31  W.  Camelback  Road  500  W.  10th  Place 

Phoenix  Mesa 

277-3337  969-3966 


HOWARD  M.  PURCELL,  JR.,  M.D. 

JAMES  A.  SMIDT,  M.D. 

ALLERGY  OF  CHILDREN 

American  Board  of  Pediatrics 
American  College  of  Allergists 

322  W.  McDowell  Rd.  PHOENIX,  ARIZONA 

At  2-9731 


DERMATOLOGY 

GEORGE  K.  ROGERS,  M.D. 

DERMATOLOGY 

Diplomate  of  American  Board  of 
Dermatology  and  Syphilology 

Phone  Alpine  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 


MALIGNANT  DISEASE 

JAMES  M.  OVENS,  M.D. 
F.A.C.S.  F.I.C.S. 

Diplomate  American  Board  of  Surgery 
Cancer  and  Tumor  Surgery 
X-ray  and  Radium  Therapy 

333  W.  Thomas  Road  Phone  279-7301 
Phoenix  13,  Arizona 


A.  L.  LINDBERG,  M.D. 

Neoplastic  Diseases 
Tucson  Tumor  Clinic 

721  N.  4th  Ave.,  Tucson,  Arizona 
Phone  MAin  3-2531 


ORTHOPEDIC  SURGERY 

THE  ORTHOPEDIC  CLINIC 
ORTHOPEDIC  SURGERY 

W.  A.  Bishop,  Jr.,  M.D.,  F.A.C.S.*  — A.  L.  Swenson,  M.D, 
F.A.C.S.*  — Ray  Fife,  M.D.,  F.A.C.S.*  — Sidney  L.  Stovall,  M.D, 
F.A.C.S.*  — Thomas  H.  Taber,  Jr.,  M.D.,  F.A.C.S.* 

Robert  A.  Johnson,  M.D.  — Paul  E.  Palmer,  M.D. 

*Diplomates  of  the  American  Board  of  Orthopedic  Surgery 
2620  N.  3rd  Street  — Phoenix,  Arizona  — CR  7-621 1 


PATHOLOGY 

LOUIS  HIRSCH,  M.D. 
RALPH  H.  FULLER,  M.D. 
WILLIAM  M.  HINDMAN,  M.D. 
EDWARD  A.  BRUCKER,  M.D. 

Diplomates  American  Board  of  Pathology 
Clinical  Pathology  — Pathologic  Anatomy 

1641  N.  Tucson  Blvd. 

Tucson,  Arizona 


PSYCHIATRY 

LEO  RUBINOW,  M.D. 

PSYCHIATRY 
AM  6-0630 

224  E.  Thomas  Rd.  Phoenix,  Arizona 
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Physicians’  Directory 


RADIOLOGY 


R.  LEE  FOSTER,  M.D.,  F.A.C.R.,  F.A.C.P. 
MARTIN  L.  LIST,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Diagnostic  Roentgenology  and  X-ray  Therapy 

1313  N.  Second  St. 

Phone  Alpine  8-3484 
Phoenix,  Arizona 


MARCY  L.  SUSSMAN,  M.D.,  F.A.C.R. 

Diplomate  of  American  Board  of  Radiology 

DIAGNOSTIC  RADIOLOGY 
THERAPEUTIC  RADIOLOGY 
RADIOISOTOPES 

1130  E.  McDowell  Rd.  540  Wells  Fargo 

Phoenix,  Arizona  Scottsdale,  Arizona 

Alpine  8-1601  WHitney  5-3959 


SURGERY 

DELBERT  L.  SECRIST,  M.D.,  F.A.C.S. 

123  South  Stone  Avenue 
Tucson,  Arizona 

Office  Phone  MA  2-3371  Home  Phone  EA  5-9433 


DONALD  A.  POLSON,  M.D.,  M.  Sc. 

GENERAL  SURGERY 

Certified  by  the  American  Board  of  Surgery 
550  W.  Thomas  Road 
Phone  CRestwood  4-2081 
Phoenix,  Arizona 


LOWELL  C.  WORMLEY,  M.D.,  F.A.C.S. 

Mid-Town  Medical  Building 
1 North  1 2th  Street 
Phoenix,  Arizona 


"£f°§neral^^^Tn7atry  and  neurolo 


psycho^ 


ROBERT  L.  BEAL,  M.D. 

OTTO  L.  BENDHEIM,  M.D. 
PAUL  M.  BINDELGLAS,  M.O. 
HAL  J.  BREEN,  M.D. 

LEE  S.  COHN,  M.D. 

T.  RICHARD  GREGORY,  M.D. 
WILLIAM  B.  HAEUSSLER,  M.D. 
THOMAS  F.  KRUCHEK,  M.D. 
HAROLD  E.  McNEELY,  Ph.D. 
ROBERT  C.  SHAPIRO,  M.D. 
WILLIS  L.  STRACHAN,  M.D. 
ROY  WORTHEN,  M.D. 


clinical  psychology 
psychiatric  social  work 

and  family  counselling 


8051  NORTH  34th  STREET 
PHOENIX  18,  ARIZONA 
AM  4-4111 
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OAK  CREEK  MEDICAL  & 
DENTAL  CLINIC 
NOW  EXPANDING 

INTERNIST  NEEDED  - will  build  additional 
space  to  suit  your  individual  needs.  Excellent 
opportunity  for  board  eligible  or  certified 
internist.  New  50-bed  hospital  presently  under 
construction  in  Cottonwood.  Ideal  living  con- 
ditions in  Arizona's  most  delightful  year-round 
community.  Service  area  includes  five  com- 
munities with  approximate  population  of 
12,000.  No  board  certified  internist  presently 
available.  For  further  information  contact  Leo 
Schnur,  M.D.,  Box  196,  Sedona,  Arizona. 


FOR  LEASE 

OFFICE  SUITE  — Carpeted,  draped,  utilities 
and  janitor  service  furnished.  PALM  CIRCLE 
MEDICAL  CENTER 

Contact:  Rex  E.  Umbenhaur,  D.D.S 
4428  Palm  Circle  Scottsdale,  Arizona 


Excellent  location  across  from  Good  Samaritan 
Hospital,  Phoenix.  Plenty  of  parking  and  good 
exposure.  Share  large  quarters  with  ethical 
foot  specialist.  Extremely  low  overhead. 
277-3 1 59  after  6 p.m. 
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FEATURES: 


Heart  Disease  and  Pregnancy  — Part  I 385 

George  C.  Griffith,  M.D. 

Richard  P.  Boggs,  M.D. 

World  Medical  Association  417 

W.  Albert  Brewer,  M.D. 


AMYTAL 
TAKES 
THE  EDGE 
OFF 
DAYTIME 
ANXIETY 
AND 
TENSION 


Amytal  is  a moderately  long-acting  barbiturate  that  takes  the 
edge  off  daytime  anxiety  and  tension  without  significant  change 
in  mood  and  attitude.  Since  Amytal  is  metabolized  in  the  liver 
within  twenty-eight  hours,  overlapping  of  effect  is  minimized, 
and  renal  damage  does  not  constitute  a contraindication. 

Side- Effects:  Idiosyncrasy  or  allergic  reactions  to  the  barbi- 
turates may  occur. 

Precautions  and  Contraindications:  Amytal  should  be  used 
with  caution  in  patients  with  decreased  liver  function,  since  a 
prolongation  of  effect  may  occur.  Administration  in  the  presence 
of  uncontrolled  pain  may  produce  excitement.  WARNING— May 
be  habit-forming. 

Dosage:  Doses  should  be  individualized  for  each  patient.  The 
usual  adult  sedative  dosage  ranges  from  30  mg.  (1/2  grain)  to 
50  mg.  (3/4  grain)  two  or  three  times  daily. 


Additional  information 
available  upon  request. 
Eli  Lilly  and  Company, 
Indianapolis  6,  Indiana. 


AJVIYTAL 

AMOBARBITAL 


pollens  in  the  grass. ..alas 


Kapseals®- 

Bet~icad  ryl® 

(diphenhydramine  hydrochloride) 


FOR  EFFECTIVE  CONTROL  OFALLERGIC  SYMPJOMS-Antihistaminic action 
relieves  nasal  congestion,  sneezing,  lacrimation,  and  pruritus.  Antispas- 
modic  action  relieves  bronchial  spasm.  Precautions:  Persons  who  have 
become  drowsy  on  this  or  other  antihistamine-containing  drugs,  or  whose 
tolerance  is  not  known,  should  not  drive  vehicles  or  engage  in  other  activi- 
ties requiring  keen  response  while  using  this  product.  Hypnotics,  sedatives, 
or  tranquilizers,  if  used  with  BENADRYL  (diphenhydramine  hydrochloride), 
should  be  prescribed  with  caution  because  of  possible  additive  effect. 
Diphenhydramine  has  an  atropine-like  action  which  should  be  considered 
when  prescribing  BENADRYL  (diphenhydramine 
hydrochloride).  BENADRYL  (diphenhydramine 
hydrochloride)  is  supplied  in  several  forms 
including  Kapseals  containing  50  mg. 


PARKE-DAVIS 


3 9 8 6 4 PARKE.  DAV/S  & COMPANY.  Detroit.  Michigan  48232 


Announcing  A New  Series  of  Monographs . . . 

Major  Problems  in  Clinical  Surgery 


J.  Englebert  Dunphy,  Consulting  Editor 

Each  volume  in  this  series  will  exhaustively  illuminate 
a significant  problem  met  in  surgical  practice.  Offering 
a consistently  post-graduate  level  of  presentation,  the 
hooks  will  give  comprehensive  accounts  of  all  aspects 
of  their  subject,  to  aid  you  in  accomplishing  the  most 
successful  surgical  management  possible  today.  Each 
eminently  qualified  specialist-author  will  present  a 
critical  analysis  of  changing  approaches  to  therapy,  of 
etiology,  pathologic  physiology,  diagnosis  and  differen- 
tial diagnosis.  Operative  techniques  will  he  clearly 
described  and  illustrated.  Operative  and  postoperative 
complications  will  be  considered.  Several  volumes  will 
appear  each  year,  containing  150-300  illustrated  pages. 
Future  monographs  will  cover:  Polyps  of  the  Gastro- 
intestinal Tract;  Trauma  to  the  Liver;  Surgical  Problems 
of  the  Pancreas;  Peripheral  Arterial  Disease.  By  becom- 
ing a charter  subscriber  to  the  entire  series,  starting 
with  the  first  volume,  you  are  offered  free  examination 
of  every  book,  with  absolutely  no  obligation  to  buy 
even  one  volume.  Merely  check  the  appropriate  block 
on  the  coupon. 


The  First  Volume  in  the  Series — Now  Ready 

The  Liver  and  Portal  Hypertension 

by  Charles  G.  Child^  3rd,  M.D. 

In  this  new  monograph.  Dr.  Child  and  12  collaborators 
present  a complete  picture  of  the  nature  of  portal 
hypertension  and  its  surgical  management.  You  will 
find  discussions  of  such  vital  surgical  considerations  as: 
the  effectiveness  of  portacaval  and  splenorenal  shunts;  se- 
lection of  patients  for  operation;  arguments  for  and  against 
'^f>rophylactic"  shunt  procedures  in  the  patient  with 
esophageal  varices;  relative  advantages  of  end-to-side  and 
side-to-side  shunting.  Management  of  the  patient  with 
active  bleeding  esophageal  varices  is  helpfidly  discussed. 
In  addition.  Dr.  Child  and  his  eminent  collaborators 
evaluate  current  concepts  of  pathologic  physiology  of 
portal  hypertension;  they  detail  the  essentials  of 
medical  and  supportive  management. 

By  Charles  G.  Child,  3rd,  M.D.,  Professor  and  Chairman,  Depart- 
ment of  Surgery,  University  of  Michigan  Medical  School.  With  12 
Collaborators  from  the  Departments  of  Medicine  and  of  Surgery  of 
the  University  of  Michigan  and  the  Department  of  Surgery  of  New 
York  University.  About  224  pages,  6^"  x 9}^".  illustrated.  About 
$7.50.  N^piv — Just  Heady! 


New!  — Beard  and  Wood-MASSAGE  techniques 


Here  is  an  authoritative  manual  to  help  you  become 
more  skillful  in  utilizing  the  beneficial  effects  of 
massage — help  in  developing  or  regaining  elasticity  of 
tissues;  stimulating  blood  supply;  decreasing  pain  and 
discomfort;  providing  psychological  stimulation  to  use 
disabled  parts.  The  book  is  the  final  product  of  methods 
evolved  from  35  years  of  experience  with  massage  at 
Northwestern  University  Medical  School.  The  well- 
know'n  authors  give  you  concise,  well-illustrated  and 
clearlv  defined  instruetions  on  massage  movements,  on 
the  components  of  massage — on  equipment,  position  of 
patient,  routine  of  treatment — on  step-by-step  techniques 
of  general  and  local  massage — on  effects  of  massage  on 
muscle  tissue,  blood,  skin,  bone,  metabolism,  abdominal 
viscera,  etc.  They  give  advice  on  where  and  when 


massage  can  be  used  effectively — before  and  after 
surgery — for  the  prevention  of  decubital  ulcer  and 
muscle  atrophy  in  the  bedridden  patient.  You’ll  find 
help  on  kneading,  petrissage,  stroking  and  ejffleurage, 
percussion,  pressure,  rate  and  rhythm,  duration,  fre- 
quency. Advice  on  tables,  mattresses,  linen  and  pillows 
is  also  included.  For  practical  help  in  utilizing  and 
developing  skill  in  massage,  add  this  new  manual  to 
your  library. 

By  Gertrude  Beard,  R.N.,  R.P.T.,  Formerly  Associate  in  Physical 
Medicine  and  Technical  Director.  Course  in  Physical  J’herapy, 
Northwestern  University  Medical  School;  and  Elizabeth  C.  Wood, 
A.M.,  K.P.T.,  Associate  Professor  of  Physical  Medicine  and  Educa- 
tional Administrator,  Programs  in  Physical  Therapy,  Northwestern 
University  Medical  School.  About  176  pages,  1}/^"  x lOl'i".  with 
about  250  illustratioiiH.  About  $6.00.  New — Just  Heady! 


New!  — 1963-64  MAYO  CLINIC  VOLUMES 


You’ll  find  here  the  new'  treatments,  surgical  techniques, 
and  diagnostic  methods  developed  at  the  Mayo  Clinic 
this  past  year.  The  Clinic’s  investigations  covered 
virtually  the  entire  body,  including  many  specialty 
areas  of  practice:  Alimentary  Tract — Genitourinary 

Tract — Ductless  Glatids — Blood  and  Circulatory  Organs 
— Head,  Trunk  and  Extremities — Dermatology — Thorax 
— Brain,  Spinal  Cord  and  Nerves — Radiology — Anes- 
thesia, Gas  and  Intravenous  Therapy.  For  easier  refer- 
ence the  articles  (approximately  230)  are  organized 
into  two  separate  volumes  — one  on  Aledicine  and 
one  on  Surgery.  Among  the  articles  in  the  Medicine 
volume  you’ll  find  discussions  on:  Pain  Patterns  of 
Gastric  Disorders — A Simplified  Menstrual  Record 
Reevaluation  of  Therapy  of  .Acute  Myocardial  Infarction 


— Unusual  Systemic  Manifestations  Associated  with 
Carcinoma.  Articles  in  the  Surgery  volume  include 
discussions  of:  Considerations  Relevant  to  Gastric  Freez- 
ing— Transrectal  Needle  Biopsy  as  an  Office  Procedure — 
Conservative  Surgical  Management  of  Endometriosis  — 
Pitfalls  in  1 ein  Surgery — An  instrument  for  Colorectal 
Anastomosis  Without  Sutures — etc.  The  books  are 
available  either  separately,  or  as  a slip-cased  set.  Why 
not  put  this  practical,  up-to-date  advice  from  the 
Mayo  Clinic  to  work  in  your  practice? 

Volume  55.  Hy  the  Stajl  of  the  Mayo  Clinic.,  Hochester^  Minnesota^  and 
the  Mayo  foundation.  University  of  Minnesota.  Volume  on  Medicine, 
about  544  paget*.  6"  x 9}/$",  illuHtrated.  About  $13.50.  Volume  on 
Surgery,  about  560  pages,  6"  x 9^",  illustrated.  About  $13.50. 
Slip-cased  Set  about  $25.00. 

Neiv — Just  Heady! 


W.  B.  SAUNDERS  COMPANY  West  Washington  Square,  Phila.  5,  Pa. 


Please  send  and  hill  me: 

□ Child — Liver  & Portal  Hypertension  . . . About  $7.50 

□ Beard  & Wood — Massage About  $6.00 

□ Also  enroll  Me  as  "No  Risk”  Charter  Siihscriher 
Name 


I I Easy  Pay  Plan  ($5  per  mo.) 

□ 1963-61  Mayo  Clinic  I Olurnes  . . . Set,  About  $25.00 

□ Medicine.  .About  $13.50  □ Surgery . .About  $13.50 
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For  the  “modern  Cinderella” 


enhances  any 
acne  treatment 


“...No  other  disease  has  caused 
so  much  feeling  of  inferiority”  as 
acne.’  pHisoHex  “...is  a valuable 
part  of  the  management. ..since  in 
addition  to  its  defatting  and  cleans- 
ing properties,  it  offers  an  antibac- 
terial action  which  reduces  skin 
bacterial  flora.”* 

In  a series  of  42  patients,  none 
“...failed  to  improve,”  when 
pHisoHex  was  added  for  the  wash.* 
In  another  series  of  67,  acne  le- 
sions “...cleared  in  a matter  of 
one  to  two  weeks”  in  50  per  cent 
with  pHisoHex.'*  In  another  series 
of  100  patients  using  pHisoHex 
and  pHisoAc®,  79  showed  excel- 
lent or  good  improvement.* 

The  frequent  exclusive  use  of 
pHisoHex  enhances  adsorption  of 
its  3%  hexachlorophene  content 
to  the  skin;  there  it  remains  as  a 
tenacious  film  to  fight  bacteria  be- 
tween washings.  pHisoHex  cleans 
thoroughly— is  nonalkaline,  hypo- 
allergenic and  “kind”  to  the  skin. 
Three  to  four  washings  a day  are 
needed  for  constant  degerming  of 
skin,  faster  and  better  results. 
pHisoAc  Cream  dries,  peels  and 
masks  lesions— helps  prevent 
comedones,  pustules  and  scarring. 
Contains  colioidal  sulfur  6 per 
cent,  resorcinol  1.5  per  cent  and 
hexachlorophene  0.3  per  cent. 

How  supplied:  pHisoHex  is  available  in 
unbreakable  squeeze  bottles  of  5 oz. 
and  1 pint,  in  unbreakable  plastic  bot- 
tles of  1 gallon  and  in  combination  pack- 
age with  pHisoAc  Cream. 

References:  1.  Szymanski,  F.  J.:  Indust. 
Med.  30:498,  Nov.,  1961.  2.  Wexler,  Louis: 
Clin.  Med.  70:404,  Feb.,  1963.  3.  Hodges, 
F.  T.:  GP  14:86,  Nov.,  1956.  4.  McLean, 
I.  E.  D.|  Graham,  K.  T.,  and  East,  M.  0.: 
Practitioner  189:82,  July,  1962. 
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a 15  mm.  Hg.  drop  in 
diastolic  pressure  would 
also  suit  her  very  well 

for  suitably  gradual, 
physiologic  hypotensive 
treatment 


QUINETHAZONE-TABLETS 

antihypertensive  diuretic 


HYDROMOX  Quinethazone  is  excellent  for  use  in 
early  hypertension.  Extremely  well  tolerated,  the 
average  reported  reduction  in  diastolic  pressure  is 
15  mm.  Hg.,^’“  just  right  for  patients  with  mild  to 
moderate  diastolic  elevations.  Systolic  pressure 
lowered  accordingly.  A convenient,  single  daily  dose 
of  one  to  two  50  mg.  tablets  is  usually  sufficient. 


INDICATED  in  hypertension  with  or  without  edema,  and  in  all 
types  of  edema  involving  salt  retention.  May  be  helpful  in 
some  cases  of  lymphedema,  idiopathic  edema  and  edema  due 
to  venous  obstruction. 


SIDE  EFFECTS:  Skin  rash  (rare),  gastrointestinal  disturbances, 
weakness  and  dizziness,  seldom  so  severe  that  drug  should  be 
stopped.  Generally,  the  adverse  effects  sometimes  associated  with 
the  thiazide  diuretics  are  possible.  Pre-existing  electrolyte  abnormalities 
may  be  aggravated.  ^ 

CONTRAINDICATION:  Anuria.  1 


0 


1.  Steigmann,  F.,  and  Griffin,  R. : Evaluation  of  Quinethazone,  a 
New  Diuretic.  J.  Amer.  Geriat.  Soc.  11 :945  (Oct.)  1%.'1. 

2.  Schwartz,  M.:  Office  Evaluation  of  a New  Diuretic  in  Patients 
with  Hyj)ertensive  Diseases.  Scientific  Exhibit  Presented  at  the 
Clinical  Meeting  of  the  American  Medical  Association,  Los  Angeles, 
California,  Nov.  25-28, 1962. 


LEDERLE  I.ABORATORIE.S, 

A Division  of  AMERICAN  CYANAMID  COMPANY, 
Pearl  River,  New  York 


CHOOSE  THE  PRODUa 
TO  nr  THE  NEED 





POLYMYXIN  8~NEOMYCfN-8RAMICIWN 
with  HYOITORTI^IE  ACETATE,a5% 

CREAM 


a nm  vanishing  cream  base 


COfttlSFORlN’ 

POLYMYXtN  B • BACITRAON  - NEOMYCIN 
WITH  HYDROCORTISONE 

OINTMENT  -I 


a special  low  melting  point  b; 

anti-inflammatory 
bactericidal 
antipruritic 
rarely  sensitizing 

CKENNl— Ingredients : Each  gram  contains  ‘Aerosporin’®  brand 
Polymyxin  B*  Sulfate  10,000  Units;  Neomycin  Sulfate  (equiv- 
alent to  3.5  mg.  Neomycin  Base)  5.0  mg.;  Gramicidin  0.25  mg.; 
Hydrocortisone  Acetate  5.0  mg.  (0.5%). 

In  a smooth,  white,  water-washable  vanishing  cream  base  with 
a pH  of  approximately  5.0.  Inactive  ingredients:  liquid  petro- 
latum, white  petrolatum,  propylene  glycol,  polyoxyethylene  poly- 
oxypropylene  compound,  emulsifying  wax,  distilled  water,  and 
0.25%  methylparaben  as  preservative. 

Available:  In  tubes  of  7.5  Grams. 

OINTMENT  — /nfirredienfs:  Each  gram  contains  ‘Aerosporin’® 
brand  Polymyxin  B*  Sulfate  5,000  Units;  Zinc  Bacitracin  400 
Units;  Neomycin  Sulfate  5 mg.  (equivalent  to  3.5  mg.  Neomycin 
Base);  Hydrocortisone  10  mg.  (1%). 

In  a special  white  petrolatum  base. 

Available:  In  tubes  of  V2  oz.  and  Vs  oz. 

*U.S.  Patent  Nos.  2,565,057-2.695,261 


ase 


Indications : Wherever  inflam- 
mation or  infection  occurs 
and  is  accessible  for  topical 
therapy. 

Contraindications  : These 
drugs  are  contraindicated  in 
tuberculous,  fungal  or  viral 
lesions  (herpes  simplex,  vac- 
cinia and  varicella). 

Caution:  As  with  other  anti- 
bacterial preparations,  pro- 
longed use  may  result  in 
overgrowth  of  nonsusceptible 
organisms,  including  fungi. 
Appropriate  measures  should 
be  taken  if  this  occurs. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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YOUR  PROFESSIONAL 
GROUP  ACCIDENT  AND 
SICKNESS 

INSURANCE  POLICY 

Approved  and  Recommended  by 
Your  Insurance  Committee  and 
Board  of  Directors 


☆ ☆ ☆ 


A Program  Designed  For 
The  Members  Of 

THE  ARIZONA  MEDICAL 
ASSOCIATIONJNC 

By  The 

NATIONAL  CASUALTY  COMPANY 
OF  DETROIT 


☆ ☆ ☆ 


For  Complete  Information 

CONTACT 

CHARLES  A.  DELEEUW 

3424  N.  Central  Ave.  — AMherst  6-2403 


PIMA  COUNTY  REPRESENTATIVE 

RONALD  DEITRICH 

19  North  Tyndall  — MAin  2-1567 


reduce 

or  obviate 
tbe  need  for 

transfusions 
and  their 
attendant 
dangers 


emostat 

Each  cc  contains:  5 mg.  oxalic  acid,  2.5  mg.  malonic 
acid,  phenal  0.25%/  sodium  carbonate  as  buffer. 

Complete  data  with  each  1 Occ  vial.  Therapy  chart  on  request. 


KOAGAMIN  is  indicated  whenever 
capillary  or  venous  bleeding 
presents  a problem. 
KOAGAMIN  has  an  outstanding 
safety  record  --  in  25  years  of  use 
no  report  of  an  untoward  reaction 
has  been  received;  however, 
it  should  be  used 
with  care  on  patients 

with  a predisposition 


CHATHAM  PHARMACEUTICALS,  INC. 

Newark  2,  New  Jersey 


Distributed  in  Canada  by  Austin  Laboratories,  Ltd.  •>  Paris,  Ontario 
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in  treating  topical  infections,  no  need  to  sensitize  the  patient 


USE  ‘POLYSPORIN’.!. 

POLYMYXIN  B-BACITRACIN 

ANTIBIOTIC  OINTMENT 

broad-spectrum  antibiotic 
therapy  with  minimum  risk 
of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be  taken  if 
this  occurs.  Supplied:  in  Vz  oz.  and  1 oz.  tubes. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML 


burroughs  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,N.Y. 


ama’s  new  catalog  ol 
MEDICAL  AND  SURGICAL 
MDTIDN  PICTURES 

over  3000  films  listed 


FILMS  LISTED  cover  every  aspect  of  medicine  and  the  healing  arts.  The 
MEDICAL  AND  SURGICAL  MOTION  PICTURES  Catalog,  compiled  by  the 
AMA,  can  be  an  invaluable  tool  in  the  training  and  education  of  students, 
nurses,  graduates,  physicians  and  all  others  concerned  with  the  healing  arts. 

HANDY  REFERENCE  . . . The  catalog  is  divided  into  three  main  sections: 
Basic  Sciences,  Clinical  Medicine  and  Surgery,  and  Para-Medical  Sci- 
ences. It  is  then  subdivided  into  some  600  subject  classifications  with  the 
films  listed  alphabetically  under  each  classification.  Included  in  the  list- 
ings are  a brief  summary,  running  time,  names  of  authors  and  producers, 
and  the  address  of  the  primary  rental  sources.  In  many  cases  critical 
evaluations  are  included. 

ORDER  TODAY,  ONLY  $5.00.*  Use  the  coupon  below  for  your  order. 
Please  include  your  remittance  with  the  order! 


CURRENT 
AND  COMPLETE 
THRU 

COMPUTER 
PROCESSINB 


American  Medical  Association,  535  North  Dearborn  Street,  Chicago,  Illinois  60610 

MEDICAL  AND  SURGICAL  MOTION  PICTURES 

□ *U.S.,  U.S.  Posssessions  and  Canada $5.00 

□ All  other  countries $5.50 
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_No.  of  copies_ 
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PAIN  RELIEF 
YOU  CAN  RELY  ON 
comes  in  minutes. . 
lasts  for  hours 


PERCODAN 


Each  scored  yeMow  Percodan* 
Tablet  contains  4.50  mg. 
oxycodone  HCI  (Warning: 

May  be  habit-forming), 

0.38  mg.  oxycodone  terephthalate 
(Warning:  May  be  habit-forming), 
0.38  mg.  homatropine  terephthalate, 
224  mg.  aspirin,  160  mg. 
phenacetin,  and  32  mg.  caffeine. 


Throughout  the  v\iide  middle  range 
of  pain  Percodan  assures  speed, 
duration,  and  depth  of  analgesia 
by  the  oral  route  plus  the 
reliability  that  counts  so  much. 
Percodan  acts  vs/ithin  5 to  15 
minutes. ..  usually  provides 
uninterrupted  relief  for  6 hours  or 
longer  with  just  1 tablet... 
rarely  causes  constipation. 


in  ntoderate  to 
mp^erateiy 
seiiere  paini  ,^. 


Average  Adult  Dose  — 1 tablet  every  6 hours.  Precautions,  Side  Effects  and  Contraindications— The  habit  forming  potentialities  of  Percodan 
are  somewhat  less  than  those  of  morphine  and  somewhat  greater  than  those  of  codeine.  The  usual  precautions  should  be  observed  as 
with  other  opiate  analgesics.  Although  generally  well  tolerated,  Percodan  may  cause  nausea,  emesis,  or  constipation  in  some  patients. 
Percodan  should  be  used  with  caution  in  patients  with  known  idiosyncrasies  to  aspirin  or  phenacetin,  and  in  those  with  blood 
dyscrasias.  Also  available:  Percodan®-Demi,  containing  the  complete  Percodan  formula  but  with  only  half  the  amount  of 
salts  of  oxycodone  and  homatropine.  Literature  on  request.  ENDO  LABORATORIES  INC.  Garden  City,  New  York 

*U.S.  Pats.  2,628,185  and  2,907,768 


RECOGNIZE 
THIS  PATIENT? 


I can’t  cope  any  more  . . . the  kids 
drive  me  crazy.  I worry  about  every- 
thing ...  feel  exhausted  all  the  time.  5 5 
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When  you  recognize  depression  and  anxiety 
traceabie  to  an  emotionaiiy  charged  situation 
with  no  somatic  disorder 

—start  the  patient  on  ‘Deprol’ 

Typical  situations  in  which  ‘Deprol’  is  indicated: 

marital  or  other  family  problems  ■ death  of  a loved  one  ■ financial  worries  ■ 
fear  of  cancer,  heart  disease  or  other  life-threatening  illness  ■ pre- 
and  post-operative  apprehensions  ■ retirement  problems,  and  many  other 
stressful  situations  which  cause  the  patient  to  feel  a sense  of  loss, 
guilt  or  unworthiness 


Advantages  of  ‘Deprol’ 

1.  By  relieving  both  depression  and  anxiety,  ‘Deprol’  lifts  the  mood  of  the 
depressed  patient  without  the  agitation  and  “jitters”  that  often  accompany 
“energizer”  therapy  alone. 

2.  ‘Deprol’  restores  normal  sleep,  relaxes  physical  tensions,  and 
improves  appetite. 

3.  ‘Deprol’  acts  rapidly  — patients  often  respond  within  a week  or  two. 

4.  ‘Deprol’  is  relatively  nontoxic  and  free  of  side  effects. 

5.  When  depression  and  anxiety  accompany  physical  illness,  ‘Deprol’  is 
compatible  with  drugs  used  to  treat  these  organic  conditions. 


Deprol 

meprobamate  400  mg.  + benactyzine  hydrochloride  1 mg. 


Side  effects:  Slight  drowsiness  and,  rarely,  allergic  or 
idiosyncratic  reactions,  due  to  meprobamate,  and  occa- 
sional dizziness  or  feeling  of  depersonalization  in  higher 
dosage,  due  to  benactyzine,  may  occur.  Contraindica- 
tions: Previous  allergic  or  idiosyncratic  reactions  to 
meprobamate  contraindicate  subsequent  use  of  mepro- 
bamate or  meprobamate-containing  drugs.  Precautions: 
Should  administration  of  meprobamate  cause  drowsiness, 
the  dose  should  be  reduced.  Operation  of  motor  vehicles 
or  machinery  or  other  activity  requiring  alertness  should 
be  avoided  if  these  symptoms  are  present.  Effects  of  ex- 
cessive alcohol  may  possibly  be  increased  by  mepro- 
bamate. Although  suicides  with  ‘Deprol’  have  not  been 
reported,  prescribe  cautiously  and  in  small  quantities  to 


patients  with  suicidal  tendencies.  Massive  overdosage  of 
meprobamate  may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse.  Even  though  it 
has  not  been  reported  with  ‘Deprol’,  consider  the  possi- 
bility of  dependence,  particularly  in  patients  with  history 
of  drug  or  alcohol  addiction;  withdraw  gradually  after 
prolonged  use  at  high  dosage.  Complete  product  informa- 
tion available  in  the  product  package,  and  to  physicians 
on  request. 

Usual  adult  dosage:  1 tablet  t.i.d.  or  q.i.d.  May  be  in- 
creased gradually,  as  needed,  to  6 tablets  daily.  With 
establishment  of  relief,  may  be  gradually  reduced  to 
maintenance  levels.  Supplied:  Light-pink,  scored  tablets 
Bottles  of  50. 


WALLACE  LABORATORIES /C/-a/76(//y,  N.  J. 
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Putting  the  cap  on  a bottle  sounds  simple. 
Just  make  it  tight  enough  to  keep  the  contents 
in,  prevent  leakage,  and  protect  the  product; 
loose  enough  to  be  opened  with  ease.  However, 
that  isn’t  quite  as  simple  as  it  sounds.  ■ At 
Eli  Lilly  and  Company,  there  are  exact-tight- 
ness specifications  for  the  cap  of  every  bottle. 
Capping  machines  are  carefully  adjusted  to 
apply  just  the  right  amount  of  torque  (or  twist) 


to  tighten  the  caps.  Then  the  tightness  of  the 
caps  is  double-checked  . . . just  to  be  sure. 
■ That’s  where  the  torque  tester  comes  in.  At 
least  once  every  fifteen  minutes,  five  bottles 
are  tested  as  they  come  out  of  the  capping 
machine.  They  are  placed  on  the  torque  tester, 
and  the  twist  on  the  caps  is  measured  . . . just 
one  more  of  the  many  controls  that  add  immea- 
surably to  the  quality  of  the  finished  product. 


Eli  Lilly  and  Company 


Indianapolis  6,  Indiana,  U.S.A. 
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Original  Articles 


Dr.  Boggs 


Heart  Disease  and  Pregnany 

Part  I 

“Cardiac  Physiology 
In  Pregnancy” 

by  George  C.  Griffith,  M.D, 
and  Richard  P.  Boggs,  M.D. 


The  normal  cardio-vascular  changes  that  occur  in  the  pregnant  patient 
li  can  be  confused  with  cardiac  pathology.  This  article  gives  a succinct 
:s:  review  of  the  expectative  alterations  in  cardio  physiology  during  pregnancy. 


Introduction 

The  normal  heart  in  a pregnant  woman  toler- 
ates the  altered  hemodynamics  of  pregnancy 
without  causing  any  significant  symptoms  or 
signs  which  attract  the  attention  of  the  woman 
or  the  obstetrician.  The  additional  load  placed 
upon  an  abnormal  heart  may  cause  significant 
symptoms. 

In  order  to  assist  the  physician  in  evaluating 
the  work  load  imposed  upon  the  heart  by  j)reg- 
nancy,  all  of  the  factors  used  to  judge  the  work 
capacity  of  the  heart  are  herewith  evaluated. 

I.  Pulse 

Early  in  pregnancy,  the  resting  maternal  pulse 
begins  to  increase.  The  average  peak  of  10  beats 
per  minute  above  the  prepregnant  level  is  at- 
tained about  the  eighth  month. ‘ Immediately 
post-partum  the  rate  usually  drops,  but  this  is 
not  consistent.  After  some  Caesarian  sections  a 
rapid,  prompt  drop  is  recorded,  similar  to  that 

Read  at  the  1962  Arizona  Regional  Meeting  of  the  American 
College  of  Physicians. 

Emeritus  Professor  of  Medicine  — Cardiology,  University  of 
Southern  California,  School  of  Medicine. 

Resident  — Internal  Medicine,  Los  Angeles  County  Hospital. 


seen  following  the  closure  of  an  A-V  fistula; 
this  however,  is  not  uniformly  seen. 

During  labor  the  maternaP  pulse  exceeds  110 
in  only  10%  of  normal  labors.^  A pulse  rate  re- 
maining over  110  for  a period  of  45  minutes  in 
the  absence  of  other  obvious  causes  strongly 
suggests  congestive  failure.^ 

II.  Blood  Pressure 

The  mean  basal  arterial  blood  pressure  does 
not  change  markedly  during  a normal  preg- 
nancy.® There  is  a tendency  for  the  average 
diastolic  and  systolic  pressures  to  decrease  from 
the  fourth  through  the  ninth  lunar  months,  and 
to  increase  during  the  tenth  lunar  month.  There 
is  a disproportionate  decrease  between  the  sys- 
tolic and  diastolic  pressures  resulting  in  an  in- 
crease in  the  pulse  pressure.  This  may  gi\  e rise 
to  the  flushing  of  tlie  skin  and  periplieral  capil- 
lary pulsation  in  the  nail  lieds.  It  is  possible 
that  the  increased  pulse  pressure  may  be  de- 
pendent in  part  on  the  A-V  shunt  in  the  placen- 
ta.*’ However,  after  deliver)’  there  is  no  regular, 
marked  elevation  in  the  diastolic  pressure  as 
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would  be  expected  following  the  closure  of  an 
A-V  shunt.^ 

III.  Venous  Pressure 

The  venous  pressure  increases  progressively  in 
the  legs,  but  remains  near  normal  in  the  arm 
veins/  In  general  the  arm  venous  pressures  were 
higher  in  early  pregnancy,  dropped  from  the 
sixth  to  the  tenth  months,  and  were  again  higher 
at  term.  All  the  values,  however,  were  within 
the  normal  range  of  3-12  cm.  of  water. 

Among  the  normal  patients  having  vaginal 
deliveries  the  venous  pressures  found  during  the 
first  stage  of  labor  were  below  the  normal  limit 
of  12.  Some  were  only  slightly  elevated.  In  the 
second  stage,  all  the  pressures  were  within  nor- 
mal limits  if  taken  between  pains. ^ 

In  normal  deliveries  in  patients  receiving 
oxytocics  the  venous  pressures  slowly  increased 
within  two  hours  after  delivery,  but  never  ex- 
ceeded the  normal  limits.  The  mean  increase 
is  6.4  cm.  of  water,  and  the  return  to  normal 
occurs  by  the  second  or  third  post-partum  day.^ 
This  change  is  seen  following  Caesarian  section, 
so  it  cannot  be  attributed  to  labor.  It  is  not  seen 
when  the  usual  oxytocic  drugs  are  omitted. 

When  evaluating  ankle  edema  during  preg- 
nancy, it  is  well  to  visualize  the  changes  in 
venous  pressure  in  the  extremities.  The  pressure 
in  the  femoral  veins  is  uniformly  elevated.  Dif- 
ferent investigations  report  average  increases 
from  15.8  to  20.6  cm.  of  water.  These  values 
promptly  fall  to  normal  post-partum.  The  mecha- 
nism of  the  increased  pressure  depends  upon  two 
factors:  1.  mechanical  obstruction  of  the  iliac 
veins,  2.  increased  blood  flow  into  the  veins 
from  the  placental  site.  The  venous  pressure 
changes,  sodium  retention  and  lowered  effec- 
tive osmotic  pressure  per  unit  of  plasma  ( due  to 
dilution ) combine  to  produce  a slight  amount  of 
edema  in  approximately  27%  of  normal  pregnant 
women.® 

IV.  Circulation  Times 

All  the  arm-to-carotid  sinus  times  fall  within 
normal  limits.  The  charted  values,  however, 
reveal  that  during  early  pregnancy  the  rate  is 
normal.  From  the  I7th  to  36th  weeks  the  flow 
accelerates  and  then  decelerates  just  prior  to 
term.  The  average  circulation  time  was  12.4  sec. 
in  the  first  trimester,  and  10.2  sec.  in  the  third 
trimester.  Post-partum  increases  are  seen  with 
return  to  normal  levels  by  the  seventh  post- 
partum week. 


V.  Vital  Capacity 

Conflicting  reports  are  seen  concerning  vital 
capacity  during  pregnancy.  Most  carefully  done 
series  refute  the  older  concept  that  the  enlarging 
uterus,  by  mechanical  pressure,  decreases  the 
vital  capacity.  Actually  the  vital  capacity  in- 
creases from  the  fifth  month,  reaching  the 
greatest  volume  in  the  tenth  lunar  month.  After 
delivery  there  is  a sharp  decrease  in  vital  ca- 
pacity. The  post-partum  decrease  lasts  about  two 
or  three  days,  and  then  gradually  returns  to 
normal."^’®’®’®  The  average  changes  were  3300  cc. 
at  the  fifth  month;  3455  cc.  at  the  tenth  month. 
After  delivery  the  vital  capacity  dropped  from 
3455  cc.  to  an  average  of  3204  cc.  for  a mean 
loss  of  201  cc. 

Several  factors  may  explain  the  increased  vital 
capacity  during  pregnancy.  The  subcostal  angle 
is  increased,  as  is  the  circumference  of  the  chest. 
The  long  diameter  of  the  chest  is  decreased,  but 
the  diaphragm  moves  normally  under  the  fluoro- 
scope.  Even  with  twins  and  polyhydraminos  the 
vital  capacity  increases  until  delivery,  then  de- 
creases. 

Gorman  and  Thomson,  with  protractor  meas- 
urements, demonstrated  that  the  mobility  of  the 
sterno-manubrial  joint  is  increased  during  preg- 
nancy.^® Most  probably  the  relaxation  of  the  liga- 
ments and  separation  of  the  symphysis  pubis  seen 
in  pregnancy  is  due  to  high  estrogen  levels  and 
water  retention.  The  relaxation  of  the  ligaments 
is  not  seen  in  the  absence  of  high  estrogen 
levels.  The  mobility  of  the  sterno-manubrial  joint 
is  increased  early  in  pregnancy,  before  the  me- 
chanical effects  of  the  enlarging  uterus  come 
into  play. 

VI.  Blood  Volume 

There  is  a progressive  increase  in  both  plasma 
volume  and  red  cell  mass  resulting  in  an  in- 
crease in  total  blood  volume  from  early  in 
pregnancy  through  the  ninth  lunar  month.  The 
greatest  increase  occurs  in  the  plasma  volume, 
explaining  in  part  the  decrease  in  hematocrit 
in  pregnancy. The  average  peak  in  blood  vol- 
ume is  30%;  in  plasma  volume  is  40%,  and  in  the 
erythrocytes,  20%.  The  actual  percentage  in- 
creases for  blood  volume,  however,  vary  quite 
widely  depending  upon  the  method  of  measure- 
ment. By  the  Gibson  and  Evans  blue  A20  dye 
method,  there  is  an  average  increase  of  65%  over 
the  average  normal  nonpregnant  state.  Tliis  de- 
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creases  after  the  ninth  lunar  month  to  about  50% 
above  normal  at  term.  Dieckman,  using  the  Keith 
Rountree  method  with  congo  red,  reports  a 25% 
increase  of  plasma  volume  at  term.^^  McLennan 
and  Thovin  report  a 41%  increased  plasma  vol- 
ume at  term  and  a 32%  increase  in  total  blood 
volume.  The  volumes  tend  to  drop  toward  nor- 
mal immediately  post-partum.  The  normal  blood 
loss  contributes  to  this.  By  the  end  of  the  first 
post-partum  week  the  values  are  usually  normal. 
In  some  instances  elevation  may  persist  into  the 
second  week.^® 

VII.  Cardiac  Output 

Cardiac  output  increases  progressively  from 
the  12th  or  16th  week  to  the  25th  or  30th  week, 
at  which  time  it  is  30-50%  above  the  prepregnant 
level.  There  is  also  a gradual  elevation  of  OZ 
consumption  up  15%  to  25%  at  term  over  non- 
pregnant determinations.  In  the  last  8-10  weeks 
of  pregnancy,  cardiac  output  decreases,  finally 
returning  to  the  pregravid  level  about  two  weeks 
post-partum.'^  A temporary  sudden  increase  in 
cardiac  output  may  occur  immediately  after  de- 
livery due  to  increased  venous  return  from  the 
extremities  and  the  contracted  empty  uterus.'^ 
Cardiac  work  increases  up  to  50%  (parallels  in- 
crease in  cardiac  output ) . 

VIII.  Sodium  Balance 

Sodium  retention  appears  to  be  related  to 
increasing  concentrations  of  estrogen  and  in- 
creased secretion  of  aldosterone  during  preg- 
nancy. Aldosterone  concentration  rises  sharply 
after  the  third  month  of  pregnancy,  and  remains 
elevated  throughout.  There  is  also  a progressive 
increase  in  total  body  water  to  the  end  of  preg- 
nancy. The  steroid  levels  fall  to  normal  by  the 
3rd  to  5th  post-partum  day,  resulting  in  a sodium 
diuresis  and  weight  reduction. Potassium 
levels  do  not  follow  the  sodium  levels,  but  late 
in  pregnancy  and  during  the  puerperium  potas- 
sium is  retained.'^ 

IX.  Heart  Sounds 

In  attempting  to  evaluate  cardiac  sounds,  great 
care  must  be  exercised  by  the  physician  when 
first  examining  a pregnant  woman.  The  anatomic 
and  hemodynamic  changes  of  pregnancy  may 
alter  the  characteristics  of  an  organic  heart 
lesion,  resulting  in  an  incorrect  diagnosis.  These 
alterations  may  also  result  in  the  diagnosis  of 
heart  disease  in  the  normal  pregnant  patient  who 
in  reality  has  no  cardiac  pathology. 


Original  Articles 

Extra  systoles  may  be  found  in  one-third  to 
one-half  of  pregnant  women.  The  mitral  first 
sound  is  often  loud  and  the  pulmonic  second 
sound  is  usually  accentuated  and  often  redupli- 
cated. It  is  only  by  careful  auscultation  that  the 
experienced  physician  will  avoid  the  trap  of 
misinterpretation.  Splitting  of  the  first  and  sec- 
ond heart  sounds;  a normal  diastolic  third  sound; 
sinus  arrhythmias;  systolic  clicks  and  other  varia- 
tions of  normal  auscultatory  phenomena  occur 
and  are  not  in  themselves  evidence  of  heart  dis- 
ease. 

A certain  per  cent  of  pregnant  women  will 
have  intracardiac  and/or  extracardiac  murmurs 
which  do  not  represent  organic  heart  disease,  but 
are  secondary  to  the  hemodynamic  changes  of 
pregnancy.  Of  the  intracardiac  murmurs,  the 
great  majority  are  systolic.  Pulmonic  systolic 
murmurs  occur  almost  universally,  if  one  ex- 
amines the  pregnant  woman  frequently  and  in 
various  positions  and  phases  of  respiration.  These 
murmurs  vary  widely  in  loudness,  pitch  and 
transmission.  Most  are  probably  secondary  to 
increased  flow  across  the  valves. 

The  extracardiac  murmurs  have  been  termed 
“mammary  souffle”  by  Scott  and  Murphy.'® 
These  may  be  systolic  only,  but  the  majority 
have  a diastolic  component.  Many  are  continuous 
throughout  most  of  the  cardiac  cycle,  and  may  be 
confused  with  patent  ductus  arteriosus,  which 
is  one  of  the  most  common  congenital  cardiac 
lesions  found  with  pregnancy.  It  is  important 
to  differentiate  the  “mammary  souffle”  from  the 
murmurs  of  organic  heart  disease.  Characteristics 
of  the  mammary  souffle  are; 

1.  The  murmur  may  be  heard  in  unusual  areas 
and  its  location  and  auscultatory  characteristics 
may  change  frequently. 

2.  The  souffle  murmur  is  best  heard  when  the 
patient  is  erect,  and  is  rarely  transmitted  to  the 
neck  or  back. 

3.  The  murmur  is  frequently  obliterated  by 
direct  compression  with  the  stethoscope  over  the 
point  of  maximum  intensity  or  pressure  just 
lateral  to  the  stethoscope.  This  abilit)’  to  obliter- 
ate the  murmur  by  compression  differentiates 
the  souffle  from  the  organic  cardiac  lesions. 

X.  Cardiac  Shadow 

The  usual  criterion  of  heart-chest  ratio  must 
be  relaxed  somewhat  during  pregnane)'  to  a\’oid 
the  erroneous  diagnosis  of  cardiomegah’  which 
may  be  created  by  tlie  enlarging  uterus  as  it 
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elevates  the  diaphragm  and  widens  the  trans- 
verse diameter  of  the  heart.  The  area  of  cardiac 
dullness  and  the  size  of  the  cardiac  shadow  by 
X-ray  can  increase  in  pregnancy,  but  this  is 
not  a universal  finding. 

In  patients  whose  heart  size  does  change  ap- 
preciably during  pregnancy,  a change  is  also 
seen  in  the  relation  between  the  transverse  and 
long  diameters  of  the  chest.  Patients  whose  heart 
shadows  remain  essentially  unchanged  show  little 
change  in  the  ratio  between  the  transverse  and 
long  diameters  of  the  chest.  Since  changes  in  the 
relationship  between  the  heart,  chest,  and  dia- 
phragm sufficient  to  account  for  the  change  ob- 
served in  the  cardiac  shadow  do  occur,  it  seems 
unnecessary  to  postulate  hypertrophy  or  dilata- 
tion, although  some  degree  of  both  may  occur. 

Because  91%  to  95%  of  the  cardiacs  seen  during 
pregnancy  have  rheumatic  lesions,  the  cardiac 
shadow  as  seen  from  the  oblique  view  is  im- 
portant. Hollander  and  Crawford  did  esopho- 
grams  on  18  normal  pregnant  women  and  found 
a marked  indentation  of  the  esophagus  in  two 
cases  and  some  indentation  in  eight  others.^® 

The  cardiac  silhouette  may  reveal  a 
straightened  left  border  during  normal  gestation 
suggesting  rheumatic  mitral  disease.  In  general, 
the  changes  seen  during  pregnancy  are  similar 
to  those  seen  in  mitral  disease.  These  authors 
conclude  that  the  changes  are  due  to  the  in- 
creased blood  volume  and  dilatation  rather  than 
hypertrophy.  Here  again,  the  changes  in  the 
transverse  and  long  diameter  of  the  chest  govern 
the  picture  as  in  the  A-P  views. 

XI.  The  Electrocardiogram 

The  most  outstanding  changes  occurring  in 
the  electrocardiogram  during  the  normal  preg- 
nancy are  confined  to  lead  HI.^®  A prominent  and 
at  times  deep  Q wave  and  inversion  of  the  T 
wave  are  seen  in  many  instances.  Some  tracings 
reveal  negative  T waves  with  no  alteration  of 
the  Q waves.  Usually  no  abnormalities  of  the 
QRS  complex  and  the  RS-T  segment  are  seen.^“ 

Left  axis  deviation  is  further  evidence  of  a 
shift  of  the  heart  during  pregnancy.  Although 
there  is  no  absolute  or  invariable  rate  of  elec- 
trical axis  deviation,  there  is  a shift  to  the  left 
during  the  first  and  second  trimesters  of  preg- 
nancy. During  the  third  trimester  there  is  a 
shift  to  the  right.  When  the  shifts  are  plotted. 


the  angles  vary  as  much  as  28  degrees,  but  in 
general  the  average  is  15  degrees. 

All  of  the  electrocardiographic  changes  may 
be  explained  on  the  basis  of  positional  shift  of 
the  heart.  The  fact  that  the  tracings  rapidly 
return  to  normal  post-partum  further  supports 
this  view.  The  changes  are  also  more  marked 
when  the  height  of  the  fundus  is  greatest,  and 
the  diaphragm  most  markedly  elevated,  with  the 
resulting  positional  change  of  the  heart. 

Summary 

From  the  foregoing  brief  review  it  becomes 
obvious  that  pregnancy  imposes  a burden  on  the 
normal  maternal  heart.  This  added  load  must 
be  carefully  balanced  against  the  remaining  func- 
tional reserve  in  the  cardiac  patient.  It  is  only 
by  repeated  examination  at  frequent  intervals 
by  the  thoughtful  physician  that  some  of  the 
diagnostic  pitfalls  discussed  earlier  can  be 
avoided.  The  next  section  deals  with  the  prob- 
lems of  the  pregnant  cardiac  patient. 
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“Small  Bowel  Biopsy— A Review” 

by 

Robert  L.  Sommerville,  M.D, 


Per-oral  small  bowel  biopsy  is  one  of  the  springboards  from  which  we 
are  rapidly  developing  a dynamic  picture  of  the  area  between  the  pylorus 
and  the  ileocecal  valve.  The  author  provides  an  excellent  description  of 
the  technique  of  small  bowel  biopsy.  He  also  presents  case  material  illus- 
trative of  how  this  procedure  is  helping  us  to  understand  the  nature  of 
the  mal-absorption  syndromes. 


PER-ORAL  small  bowel  biopsy  was  first  intro- 
duced in  1955.  This  valuable  diagnostic  pro- 
cedure can  be  performed  easily  with  instruments 
operating  on  hydraulic  and  suction  prin- 
ciples'’^’*^’'^  or  with  the  Crosby  capsule.'*  The 
small  bowel  mucosal  biopsies  to  be  presented 
here  were  obtained  using  the  latter  instrument. 

The  small  metal  capsule  used  by  Crosby^  has 
a vent  on  one  side.  (Figure  1.) 

One  end  of  a small  coiled  spring  fits  into  the 
side  of  the  cylindrical,  rotating  metal  block;  one 
edge  of  which  bears  the  knife  blade.  The  spring 
passes  around  the  hub  of  this  metal  block  and 
the  loop  at  the  opposite  end  of  the  spring  fits 
over  a metal  peg  seen  projecting  upward  from 
the  base  of  the  capsule.  The  spring  is  cock- 
ed by  rotating  the  block  counter-clockwise  un- 
til a notch  on  the  upper  surface  of  the 
block  is  anchored  to  another  peg  that  projects 
on  the  circular  wall  of  the  capsule.  Once  the 
knife  blade  and  spring  are  fixed  within  the 
capsule  a small  piece  of  rubber  dental  dam  is 
placed  over  the  open  end  of  the  capsule  and 
the  metal  lid  is  fitted  into  place.  The  spring 
mechanism  is  activated  by  applying  negative 
pressure  with  a 50cc.  syringe  at  the  proximal 
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end  of  the  polyethylene  tubing.  This  draws  a 
small  portion  of  mucosa  into  the  vent  on  the 
side  of  the  capsule  making  the  latter  air  tight. 
Continued  negative  pressure  causes  the  rubber 
dental  dam  to  impinge  on  the  top  of  the  knife, 
thereby  releasing  the  spring  mechanism.  As  the 
blade  swings  past  the  vent  an  8 millimeter  sam- 
ple of  mucosa  containing  muscularis  mucosae  is 
cut  off  and  trapped  within  the  capsule.  If  the 
capsule  has  fired  properly,  gentle  attemps  to 
introduce  air  into  the  tubing  are  met  with  re- 
sistance. This  maneuver  must  be  a cautious  one 
since  excessive  positive  pressure  will  blow  the 


Figure  1.  Crosby  capsule  uiiassemhled.  Tlie  eompoiienl 
parts  of  llic  capsule  are  identified  on  tlie  white  back- 
ground. Above:  Capsule.  Below:  syringe  attaelnnent. 
Left:  metal  block  bearing  knife  edge  and  Bight:  Lid. 
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Figure  2a.  One  half  hour  film  of  small  bowel  study  in 
a patient  with  non-tropical  sprue  showing  coarse  mucosal 
pattern  in  proximal  jejunum,  the  site  most  appropriate 
for  biopsy. 

lid  off  the  capsule  and  the  biopsy  may  be  lost. 

The  biopsy  procedure  is  most  conveniently 
carried  out  in  the  early  morning  after  an  over- 
night fast.  Little  or  no  sedation  is  required  and 
the  biopsy  can  be  done  easily  as  an  office  pro- 
cedure. The  patient  first  swallows  a small 
amount  of  water.  The  capsule  is  placed  on  the 
posterior  aspect  of  the  tongue  and  the  patient 
is  requested  to  swallow.  Once  the  capsule  starts 
down  the  tube  is  fed  rapidly  behind  it.  When  the 
capsule  is  in  the  stomach  the  tubing  is  with- 
drawn slowly  until  the  resistance  of  the  cardia  is 
felt.  The  tubing  is  then  advanced  four  inches  and 
the  patient  is  placed  in  the  right  lateral  decubi- 
tus position  for  30  minutes.  Normal  saline  is 
used  to  fill  the  tubing  and  capsule  and  the  proxi- 
mal end  of  the  tubing  is  clamped.  After  reclining 
for  thirty  minutes  the  patient  is  permitted  ambu- 
lation and  may  even  attend  to  his  work  until 
time  for  the  flat  film  of  the  abdomen  three  or 
four  hours  later.  During  this  interval  the  tubing 
is  advanced  one  inch  every  fifteen  minutes. 


Figure  2b.  Flat  film  of  the  abdomen  of  a patient  with 
non-tropical  sprue  showing  copsule  located  in  the  proxi- 
mal jejunum.  The  level  of  the  capsule  in  the  small  in- 
testine can  be  determined  by  noting  the  configuration  of 
the  fine  nickel  wire  in  the  tubing  (see  arrows)  and  com- 
parisons with  the  prior  barium  study  (a). 

The  distance  the  capsule  has  traveled  can  be 
determined  accurately  by  employing  a modifica- 
tion of  the  original  instrument.  This  consists  of 
inserting  a fine  nickel  wire  through  the  entire 
length  of  the  tubing.  This  can  easily  be  seen  on 
the  x-ray,  figure  2. 

When  the  capsule  is  in  the  desired  location 
the  biopsy  is  taken  and  the  capsule  withdrawn 
by  steady  gentle  traction  on  the  tubing.  Usually 
the  capsule  hesitates  briefly  at  the  pylorus  and 
at  the  cardia;  having  the  patient  swallow  facili- 
tates removal  past  the  latter  site.  The  patient  may 
resume  his  usual  diet  after  removal  of  the 
capsule. 

The  biopsy  is  removed  from  the  capsule  and 
placed  on  the  tip  of  the  finger  mucosal  surface 
downward.  Since  the  specimen  usually  contains 
muscularis  mucosae,  the  edges  of  the  biopsy  tend 
to  roll  inward.  These  are  teased  out  gently  with 
a pin,  and  a piece  of  blotting  paper  is  applied; 
this  procedure  prevents  re-curling  of  the  biopsy 
in  the  fixative  and  permits  proper  orientation  for 
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microscopic  sections  perpendicular  to  the  mu- 
cosal surface.  Gross  examination  with  a hand 
lens  at  this  point  often  gives  valuable  informa- 
tion as  to  the  presence  of  atrophy  and  the  degree 
of  vascularity. 

Regardless  of  the  type  of  instrument  used, 
per-oral  small  bowl  mucosal  biopsy  is  a simple 
and  reliable  diagnostic  procedure.  The  only  con- 
traindications to  the  procedure  employing  the 
Crosby  capsule  are  1 ) a prolonged,  fixed  proth- 
rombin time  that  does  not  respond  to  parenteral 
Vitamin  K,  2)  any  obstructive  or  ulcerating 
lesion  in  the  esophagus,  stomach  or  duodenum 
and  3)  esophageal  varices.  Roentgenographic  ex- 
amination of  the  upper  gastrointestinal  tract  and 
small  bowel  is  necessary  to  exclude  any  con- 
traindication to  passage  of  the  tube  and  is  help- 
ful in  locating  the  site  for  biopsy. 

The  primary  indication  for  small  bowel  mu- 
cosal biopsy  is  steatorrhea.  It  is  most  rewarding 
in  tropical  and  non-tropical 
celiac  disease, Whipple’s  disease,®'’®  amyloi- 
dosis,^ diabetic  steatorrhea,®  and  diverticulosis  of 
the  small  intestine.”'’®  Other  conitions  not  neces- 
sarily related  to  steatorrhea  but  in  which  diag- 
nostic information  can  be  obtained  include 
lymphoma,  hemochromatosis,®  and  carcinoma. 
Finally,  certain  situations  may  be  considered  as 
relative  indications  since  mucosal  changes  are 
mild,  infrequent  or  absent.  These  include  steator- 
rhea secondary  to  pancreatic  insufficiency,  gas- 
tric resection,  extensive  small  bowel  resection 
and  neomycin.  However,  if  the  patient  presents 


4 % 


c ^ i ‘ .1  -T- 


.f*:  ■■ 


Figure  3a.  Normal  jejunal  mucosa.  Low  power  photo- 
micrograph (x  100).  Showing  absorptive  villi  above  which 
comprise  approximately  two  thirds  the  thickness  of  the 
mucosa.  The  remainder  of  the  mucosal  thickness  con- 
sists of  the  crypts  of  Lieberkuhn  and  scattered  Brunner  s 
glands  which  in  this  individual  extended  into  the  proxi- 
mal jejunum. 
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Figure  3b.  High  power  (x  430)  tip  of  villus  showed 
prominent  brush  border  covering  the  luminal  surface  of 
the  mucosal  cells 


persistent  localized  tenderness,  fever  or  melena, 
abdominal  exploration  is  indicated  and  a full 
thickness  small  bowel  biopsy  can  be  taken  at 
that  time. 

Complications  with  this  procedure  have  been 
few.  The  incidence  of  bleeding  of  a significant 
degree  has  been  reported  to  be  less  than  1 per 
cent.  Since  biopsy  specimens  obtained  with  the 
Crosby  capsule  consistently  bear  only  a small 
portion  of  muscularis  mucosae,  perforation  is 
highly  improbable.  Failure  to  obtain  a biopsy 
varies  with  the  instrument  employed;  this  is  in 
the  order  of  5 per  cent  with  the  Crosby  capsule,® 
and  up  to  18  per  cent  with  the  modified  mnlti- 
purpose  tube  of  Wood.’  We  have  done  sixty 
biopsies,  mostly  in  adults,  with  the  Crosby  cap- 
sule and  a mishap  occurred  in  only  one  instance. 
This  was  in  a sixteen  year  old  boy  with  celiac 
disease  in  whom  the  knife  blade  failed  to  cut 
clean  and  the  capsule  could  not  be  removed 
until  the  small  tag  of  tissue  holding  it  had 
sloughed.  The  patient  experienced  no  untoward 
symptoms  bnt  the  biopsy  specimen  autolysed.  In 
some  instances  where  biopsy  of  the  distal  ileum 
is  performed  the  patient  e.xperiences  abdominal 
pain  during  withdrawal  of  the  instrument.  \\’ith- 
in  six  to  twelve  hours  the  abdominal  pain  in- 
creases and  there  may  be  rebonnd  tenderness. 
The  “post  biopsy  syndrome”  has  been  attributed 
to  incomplete  cutting  of  the  specimen  and  re- 
traction of  the  small  bo\\  cl  on  withdrawal.®  The 
latter  has  been  noted  during  flnoroscop\’. 

The  Crosby  capsule  ]-)ermits  mucosal  biops)’  of 
the  stomach  and  any  lc\cl  of  the  small  incstinc. 
However,  only  one  bio]:)s\’  can  be  taken  since  the 
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spring  mechanism  cannot  be  reset  without  re- 
moving the  capsule.  The  modified  Wood  multi- 
purpose tube  overcomes  this  disadvantage. 

Interpretation  of  the  histolgic  findings  requires 
some  familiarity  with  the  normal.  Fig.  3 shows 
a muscosal  biopsy  of  the  proximal  jejunum  in  a 
normal  individual. 

The  epithelium  consists  of  two  distinct  his- 
tologic zones,  1)  the  germinal  crpyt  and  2)  the 
absorptive  villi;  the  latter  comprising  sixty  to 
eighty  per  cent  of  the  thickness  of  the  mucosa. 
On  the  basis  of  isotopic  studies  and  mitotic 
counts,'^''®  it  has  been  estimated  that  there  is 
continuous  renewal  of  the  mucosal  epithelium 
every  1.6  days,'^  cells  migrating  from  the  crypts 
to  the  tip  of  the  villus  where  they  are  shed.  Dur- 
ing migration,  the  cells  become  taller  and  lose 
their  basophilic  stain.  Figure  3b.  The  nuclei  of 
the  crypt  cells  are  arranged  basally  but  as  the 
tip  of  the  villus  is  approached  the  nuclei  move 
to  the  middle  portion  of  the  cell.  The  lamina 
propria  contains  capillaries,  lymphatics,  a moder- 
ate number  of  lymphocytes,  plasma  cells  and 
eosinophiles.  Certain  artefacts  which  may  be 
misleading,  include  blunting  of  the  villi  seen  in 
tangential  cuts  or  in  sections  taken  from  the  edge 
of  the  biopsy  specimen  as  well  as  normal  blunt- 
ing of  the  villi  seen  in  duodenal  mucosal  bi- 
opsies overlying  Brunner’s  glands. 

Histo-chemical  studies^^  of  the  jejunal  epi- 
thelium reveal  the  principal  site  of  activity  of 
enzymes  such  as  esterase,  phosphatase  and  suc- 
cinic dehydrogenase  to  be  in  the  absorptive 
cells  of  the  villi.  Study  of  the  ultra-structure  of 
the  surface  of  the  epithelial  cell  by  electron 
microscopy®  has  shown  that  the  “brush  border” 
seen  with  ordinary  light  microscopy  consists  of 
several  hundred  microvilli  about  1 micron  in 
length.  It  has  been  estimated  by  these  authors 
that  the  microvilli  increase  the  apical  surface 
of  the  cell  twenty  fold.  Such  studies  have  re- 
vised concepts  about  the  physiology  and  path- 
ophysiology of  the  small  intestinal  epithelium 
and  no  doubt  will  lead  to  further  discoveries 
having  practical  application  in  the  management 
of  small  bowel  diseases. 

The  significant  changes  in  the  small  intestinal 
epithelium  of  importance  from  a diagnostic 
standpoint  to  the  internist,  however,  are  readily 
seen  with  light  microscopy.  The  diagnosis  of 
tropical  and  non-tropical  sprue  can  be  made  most 
directly  today  by  per-oral  small  bowel  biopsy. 
The  following  case  history  will  illustrate. 


Case  History 

A 70-year-old  woman  was  first  seen  in  Sep- 
tember of  1961  with  a history  of  “bowel  trouble 
for  12  years.”  During  this  time  the  patient  had 
experienced  persistent  diarrhea  with  periodic  in- 
crease in  its  severity  for  three  to  four  weeks  at 
a time.  Usually  she  had  one  or  two  explosive, 
foul,  watery  stools  after  each  meal  and  three  or 
four  at  night.  The  patient  had  lost  thirty  pounds 
weight  over  the  three  years  before  her  initial 
visit.  There  had  never  been  any  persistent  ab- 
dominal pain,  fever  or  melena. 

Physical  examination  revealed  the  patient’s 
height  to  be  5’,  weight  103  pounds,  blood  pres- 
sure 110  systolic,  70  diastolic,  pulse  60  and  temp- 
erature 98  degrees.  There  was  evidence  of  re- 
cent weight  loss  and  minimal  glossitis.  The  liver 
edge  barely  extended  below  the  right  costal  mar- 
gin with  deep  inspiration  but  was  not  enlarged 
to  percussion.  The  spleen  was  not  felt.  The  stool 
on  the  examining  finger  appeared  to  contain  an 
excessive  quantity  of  fat.  The  general  physical 
examination  was  otherwise  not  remarkable. 

Laboratory  examination  revealed  a normal 
urinalysis.  The  hemoglobin  was  13.5  grams, 
erythrocytes  4,200,000,  white  blood  count  9050 
with  57  neutrophiles,  35  lymphocytes,  4 mono- 
cytes, 4 eosinophiles.  The  serology  was  negative. 
A sedimentation  rate  was  32  millimeters  in  the 
first  hour  ( Westergren).  The  urea  nitrogen  was 
16.8  milligrams,  serum  bilirubin  0.3  milligrams 
direct  and  0.4  milligrams  total,  alkaline  phos- 
phatase 16.0  units  (KA)  albumin  6.5  grams, 
globulin  0.8  grams,  prothrombin  17  seconds 
(control  15  seconds  and  stool  guaiac  negative. 
Qualitative  examination  of  the  stool  for  excess 
fat  show  increased  amounts.  A glucose  tolerance 
test  without  prior  carbohydrate  loading  showed 
a fasting  blood  sugar  of  95  milligrams  (Folin 
and  Wu)  with  153,  153,  153,  and  122  milligrams 
on  the  one-half  hour,  one  hour,  two  hour,  and 
three  hour  blood  samples  respectively.  A 5-hour 
xylose  tolerance  test  revealed  a urinary  excre- 
tion of  2.5  grams.  (Normal  6 grams  plus  or  minus 
2 grams.)  Roetgenographic  examination  of  the 
small  intestine  showed  characteristic  coarse  mu- 
cosal folds  clumping  and  segmentation  of  the 
barium  and  a slow  small  bowel  transit  time. 

A per-oral  small  bowel  mucosal  biopsy  was 
performed  using  the  Crosby  capsule.  See  Figure 
4.  Shortening  and  blunting  of  the  villi  with 
elongation  of  the  crypt  and  a decrease  in  epi- 
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Figure  4a.  Low  power  photomicrograph  (x  100)  show- 
ing blunting  and  fusion  of  villi  and  elongation  of  crypts 
of  Lieberkuhn.  Compare  with  Figure  3a. 


thelial  density  are  the  most  striking  histologic 
changes  noted.  (Figure  4.)  Non-tropical  Sprue. 

The  inflammatory  infiltrate  in  the  edematous 
lamina  propria  may  be  considerable.  A higher 
mitotic  rate  than  normal  is  noted  in  the  crypt 
cells,  Figure  4b. 

Epithelial  mitoses  in  normal  epithelium  are 
found  in  the  crypts  and  rarely  in  the  villi.  In 
sprue  the  mitoses  are  also  frequent  in  the  more 
superficial  zones  of  the  villi  where  the  cells  are 
less  columnar.  Electron  microscopic  studies  have 
shown  shortened  and  sparse  microvilli®  and  histo- 
chemical  analysis'^  reveals  a decrease  in  enzyme 
activity  in  the  superficial  epithelium  in  sprue  for 
all  enzymes  except  alkaline  phosphatase.  Also  the 
mucus  store  in  each  cell  is  decreased  in  com- 
parison with  the  normal.  On  the  basis  of  the 
increased  mitotic  index  and  the  blunting  of  the 
villi,  it  is  assumed  that  the  cell  loss  in  sprue  is 
greater  than  normal. These  authors  postulate 
that  the  absorptive  defect  in  sprue  is  due  not 
only  to  a decrease  in  mucosal  surface  but  also 
to  a deficiency  in  the  cytologic  and  chemical 
organization  of  the  cell.  There  does  not  seem 
to  be  any  correlation  between  the  clinical  status 
of  the  patient  and  severity  of  the  intestinal 
lesion.  In  the  majority  of  patients  with  sprue  the 
histology  remains  the  same  in  spite  of  clinical 
evidence  of  remission. 

Summary 

1.  The  technique  of  per-oral  small  bowel  bi- 
opsy with  a modification  of  the  Crosby  capsule 
is  described. 

2.  Histologic  findings  in  the  normal  and  dis- 
eased small  intestinal  mucosa  are  reviewed. 


Figure  4b.  High  power  (x  430)  same  patient  showing 
increased  number  of  mitoses  in  the  crypt  of  Lieberkuhn. 
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Arizona’s  History  of  Surgery 
Part  III 

by 

Audrey  D.  Stevens 


The  surgeons  of  the  eighteen  hundreds  were  mighty  men  operating  under 
fantastic  conditions. 


CHAPTER  II 
Continued 

Early  Territorial  Doctors 

Dr.  Goodfellow  did  his  first  perineal  prostat- 
ectomy in  1891.  In  1893  Dr.  Whitmore  gave 
the  anaesthetic  for  several  such  operations  and 
described  one  operation  as  follows  — “Dr.  Good- 
fellow  used  the  scalpel  only  to  get  through  skin 
and  perineal  muscle.  All  further  dissection  up 
to  the  gland  and  its  enucleation  were  done  by 
the  index  finger.  In  a remarkably  short  time  the 
gland  was  delivered  intact.  It  was  just  about  the 
size  of  a chestnut  and  of  normal  pink  color.  (25) 
In  June,  1892,  Dr.  Goodfellow  operated  on  a 
six  months  pregnant  woman  from  Florence, 
Arizona.  She  had  a uterine  fibroid  tumor  which 
was  approximately  half  the  size  of  a person’s 
hand.  In  the  operating  room  there  were  five  doc- 
tors from  Tucson  plus  Dr.  M.  F.  Price  of  Colton, 
California  and  Dr.  Scott  Helm  from  Phoenix. 
So  frightened  was  the  patient  that  she  had  a 
note  to  her  husband  pinned  to  her  clothing  in 
case  of  her  death.  The  note  was  found  but  they 
didn’t  have  to  use  it  as  she  returned  to  Florence 
with  an  uneventful  recovery.  ( 26 ) 

Dr.  Helm  assisted  Dr.  Goodfellow  in  at  least 
one  other  operation  as  there  is  a news  item  in 
a Phoenix  paper  dated  May  5,  1895  which  states 
that  Dr.  Scott  Helm  was  called  to  Tucson  to 


This  is  the  third  part  of  a five-part  series  hy  the  wife  of 
W.  C.  Stevens,  M.D.  of  Kearney,  Arizona. 


assist  Dr.  Goodfellow  in  a “very  serious  opera- 
tion.”(27)  In  July  1895,  Dr.  Helm  went  to  Pres- 
cott to  “perform  a surgical  operation.”  (28)  He 
had  a hospital  in  Phoenix  in  1892(29)  and  I 
believe  that  if  Dr.  Helm  hadn’t  been  thrown 
by  a horse  and  killed  in  1897(30)  he  would 
have  been,  along  with  Dr.  Goodfellow,  one  of 
Arizona’s  most  famous  surgeons. 

There  were  quite  a few  newspaper  articles 
covering  Dr.  Helm’s  surgical  activities.  The  one 
I enjoyed  the  most  (1896)  concerned  a man  by 
the  name  of  John  Van  Hogan  who  for  several 
years  prospected  for  John  Montgomery  in  the 
vicinity  of  the  Lost  Dutchman  and  Doc.  Thorne 
Mines. 

While  prospecting  he  was  shot  from  the  bushes 
and  thought  the  gunman  was  an  Indian.  He 
“fell  forward  over  the  cliff  to  the  rocks  below, 
the  distance  being  eighteen  or  twenty  feet.  His 
leg  was  mangled  by  the  ball  as  it  plunged 
through  the  knee  to  the  hip.  He  could  feel  the 
ball  near  the  skin,  and  with  the  nerve  of  a true 
westerner  he  took  his  jack  knife  and  tried  to 
cut  the  bullet  out  but  it  was  too  deep. 

His  horse  was  fifty  yards  away  and  the  poor 
man  dragged  himself  to  the  animal  — mounted 
and  rode  to  Joe  McHenry’s  camp,  — two  miles 
down  the  gulch.  Here  he  was  cared  for  and  they 
started  with  the  wounded  to  Phoenix.  Yester- 
day he  nearly  froze  while  riding  in,  being  weak 
from  loss  of  blood.  He  was  tw;j  days  on  horse- 
back with  a mangled  limb. 
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He  was  taken  to  Sister’s  Hospital  where  all 
that  can  will  be  clone  for  the  poor  man.  Dr. 
Helm  was  summoned  and  he  has  hopes  Van 
Hogan  will  recover.  Only  his  nerve  and  will 
power  kept  him  alive  on  a horse  hack  ride  of 
seventy  miles  over  mountain  roads  is  hard  on 
a well  man,  and  it  must  he  terrible  for  a man 
with  a shattered  limb.”  (31) 

Another  commentary  (1895)— “Dr.  Scott  Helm 
on  Wednesday  removed  a big  tumor,  the  size 
of  a man’s  two  fists,  from  back  of  F.  Sorlin’s 
neck.  The  operation  was  a successful  one  and 
the  patient  is  getting  along  finely.” (32) 

In  1894  “Doctor  Helm,  assisted  by  Dr.  D.  M. 
Purman,  yesterday  removed  a large  tumor  from 
the  jaw  of  a little  child,  the  daughter  of  P.  Olea. 
The  incision  was  necessarily  a large  one,  but  the 
child  is  doing  well  and  will  undoubtedly  be 
little  injured  in  facial  appearance  by  the  opera- 
tion.” (33) 

The  other  surgeons  in  Phoenix  were  also  busy 
having  their  surgery  publicized.  Dr.  Scott  Helm, 
Dr.  H.  A.  Hughes  and  Dr.  L.  D.  Dameron  made 
the  news  quite  frecjuently.  I particularly  appre- 
ciated the  following  news  item:  (1894)  “Many 
will  remember  reading  in  the  papers  a few 
months  ago  how  one  Con  Jackson  or  Con  Woalf, 
had  been  thrown  from  the  train  near  Maricopa, 
thereby  sustaining  a fracture  of  the  skull.  The 
brain  was  badly  bruised,  several  spoonfuls  being 
taken  from  the  wound  by  surgeons  Hughes  and 
Dameron.  No  one,  even  the  sanguine  medical  at- 
tendants believed  there  was  a chance  of  the  man 
surviving.  But  today  Con  Woalf  is  walking  the 
streets  of  Phoenix  steadily  gaining  strength  and 
flesh.  The  wound  in  his  head  has  nicely  healed 
and  not  a single  faculty  seems  to  be  even  disturb- 
ed. He  is  evidently  a man  of  superior  physique 
for  cure.  A cure  in  such  desperate  surgery  has 
rarely  ever  before  been  known.”  (34) 

Dr.  Ancil  Martin,  first  President  of  the  Board 
of  Medical  Examiners  to  issue  a license  in  Ari- 
zona (1903)  and  therefore  issued  Medical  Li- 
cense No.  1,  had  an  article  concerning  him  in 
the  Arizona  Gazette  (1895).  “J.  C.  Martin  had 
his  right  eye  removed  by  Dr.  Ancil  Martin  Mon- 
day night.  A few  weeks  ago  he  received  a small 
chip  of  rock  in  his  eye  which  embedded  itself  in 
the  pupil  and  was  so  small  that  it  could  not  be 
detected.  The  eye  became  to  inflamed,  and  see- 
ing that  in  order  to  save  his  left  eye  he  would 
have  to  have  the  injured  one  removed.”  (35) 
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Those  weren’t  dull  years  in  any  part  of  the 
Territory  of  Arizona.  Dr.  J.  N.  McCandless  who 
is  credited  with  being  the  first  practicing  phy- 
sician in  Prescott,  made  the  news  in  the  Weekly 
Arizona  Miner.  (1867)  “We  saw,  at  the  store 
of  Allen  and  White,  in  this  town,  Wednesday 
last,  several  pieces  of  bone  which  were  recently 
taken  from  the  leg  of  a little  son  of  George  Jack- 
son,  of  Walnut  Grove,  by  Dr.  McGandless,  of  this 
place.  The  little  fellow  shot  himself  accidentally, 
in  the  leg  with  a six-shooter.”  (36) 

A decade  before  Dr.  Handy  was  the  victim  of 
an  abdominal  gunshot  wound  Dr.  J.  A.  Taggart, 
the  first  physician  to  practice  medicine  for  any 
length  of  time  in  Yuma  ( 1874 ) was  the  receiver 
of  a bullet  on  the  opposite  side  of  the  abdomen. 
This  time  the  argument  started  over  some  prop- 
erty in  Yuma  and  ended  with  an  exchange  of 
bullets. 

The  other  man  died  twenty-four  hours  later. 
Dr.  Taggart  was  exonerated  and  a report  of  his 
injuries  reads  as  follows;  “The  extent  and  nature 
of  Dr.  Taggart’s  wound  have  not,  at  the  present 
writing,  been  definitely  ascertained,  except  that 
one  ball  passed  through  his  right  hand,  and 
another  entered  his  left  side  and  was  taken  out 
from  the  fleshy  part  of  the  back.”  (37) 

For  about  three  months  notations  were  in- 
serted in  the  Sentinel  giving  accounts  of  Doctor’s 
steps  toward  recovery  and  in  1888  the  following 
was  recorded,  “Doctors  J.  H.  Taggart  and  P.  G. 
Gotter  performed  a dangerous  but  successful 
surgical  operation  upon  Mrs.  Bagel,  who  was 
suffering  from  cancer  of  the  breast.  The  opera- 
tion was  a complete  success,  and  the  patient  is 
doing  well.”  (38) 

Dr.  Leonard  Y.  Loring  was  stationed  at  Fort 
Yuma  and  the  reporters  of  the  Arizona  Sentinel 
(1875)  were  his  staunch  and  grateful  supporters. 
“A  young  man  had  been  for  two  years,  afflicted 
with  an  ulcer  on  his  leg,  and  found  no  relief 
from  the  usual  medical  applications.  Last  Spring, 
Dr.  Leonard  Y.  Loring  of  Fort  Yuma,  took 
charge  of  the  case,  and  taking  a piece  of  \\ell 
flesh  from  the  arm  of  the  patient,  engrafted  it 
in  the  ulcer  on  his  leg,  and  in  a few  days  the 
ulcer  was  gone  and  the  leg  well.  The  operation 
only  lasted  a moment  and  the  young  man  to 
whom  we  allude,  who  is  a ccnupositor  in  our 
office,  never  lost  a day  or  an  hour  from  his  case 
while  the  healing  ^^'as  progressing.  M'e  would 
have  given  an  account  of  tliis  case  long  ago,  but 
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we  thought  it  best  to  wait  and  see  if  the  cure 
was  permanent,  and  we  now  can  say  that  it 
is.”  (40) 

In  the  following  article  I’m  not  sure  if  the 
patient  was  actually  as  grateful  as  the  compositor 
or  not.  The  headline  was  entitled  “AMPUTAT- 
ED” and  reads  “On  Sunday  last,  Dr.  Loring  as- 
sisted by  Mr.  Martin  and  the  hospital  steward 
from  the  Post,  (Fort  Yuma)  amputated  Tom 
Brophy’s  arm  just  above  the  elbow.  Every  effort 
has  been  made  to  save  the  arm,  but  it  was  so 
completely  riddled  with  shot  that  it  was  im- 
possible. He  seems  now  to  be  past  danger,  and 
will  probably  be  entirely  recovered  in  time  to 
stand  his  trial  at  the  next  term  of  the  District 
Court.  His  occupation  is  gone;  with  one  arm 
it  will  be  hard  for  him  to  rob  a stage.” (41) 

The  Tombstone  Prospector  more  often  than 
not  had  an  article  on  Dr.  Goodfellow.  While  the 
following  surgery  was  not  a success  I felt  com- 
pelled to  share  this  news  item  with  you  readers. 
“The  shooting  in  Bisbee  of  Bob  Clark  who  was 
well  known  in  Tombstone,  was  the  topic  of 
conversation  yesterday,  The  Prospector  learns 
that  the  wounded  man  was  still  alive  when  the 
stage  left  Bisbee  at  one  o’clock  p.m.” 

“Dr.  Coodfellow,  fortunately  happened  to  ar- 
rive in  camp  just  before  the  shooting  occurred, 
and  performed  a most  remarkable  operation 
on  the  wounded  man.  He  opened  his  abdomen, 
took  his  intestines  out  and  laid  them  on  his  chest, 
took  about  two  quarts  of  blood  from  the  cavity, 
he  having  bled  internally,  picked  out  the  two 
bullets  in  the  intestines  which  had  been  cut  by 
them,  and  replaced  them,  sewed  up  the  skin, 
and  the  wounded  man  was  conversing  with  the 
doctor  a short  time  afterward.”(42)  However  the 
patient  lived  appro.ximately  fourteen  hours.  (43) 

The  same  technique  with  the  exception  of 
washing  out  the  intestines  was  used  by  several 
doctors  seven  years  later  on  a case  ( 1896)  in  No- 
gales. (You’ll  never  know  how  sorry  I am  that  I 
don’t  know  the  doctors’  names  who  did  the  oper- 
ation. ) The  patient  was  a boy  by  the  name  of 
Bufino  Manvante  who  was  shot  in  the  abdomen. 
The  bullet  entered  one  side  and  cut  obliquely 
through  the  intestines.  “The  abdomen  was  cut 
open,  the  mangled  intestines  were  taken  out  and 
washed  and  the  gaps  and  holes  were  sewed  up. 


The  abdominal  cavity  was  washed  out,  and  as 
nothing  else  could  be  done,  the  intestines  were 
put  back  and  the  abdomen  was  sewed  up.”  Two 
months  later  he  was  a witness  testifying  against 
the  person  who  shot  him.  (44) 

It  is  my  guess  that  two  of  the  doctors  involved 
in  the  above  operation  were  Dr.  Adolphus  H. 
Noon  and  Dr.  W.  F.  Chenoweth.  When  Dr. 
Noon  started  his  practice  in  Ora  Blanca  he  was 
the  only  physician  between  Tucson,  Arizona  and 
Hermosillo,  Sonora  Mexico.  He  started  practice 
in  Nogales  in  1879  and  died  at  the  age  of  ninety- 
one  (1929). (45) 

The  Oasis  (1898)  published  a bone  operation 
done  by  Dr.  Chenoweth  — “Last  week  the 
splints  and  bandages  were  removed  from  the  arm 
of  young  James  Creen,  whose  painful  injuries 
were  described  in  the  Oasis,  at  the  time  incurred, 
and  it  was  found  that  recovery  has  been  com- 
plete as  well  as  remarkable.  It  will  be  remem- 
bered that  the  bone  just  below  the  shoulder  in 
the  left  arm  of  the  young  man  was  shattered 
by  a bullet  from  a military  rifle,  accidently 
discharged  as  close  range.  So  badly  was  it 
shattered  that  amputation  was  feared  necessary. 
Thanks  to  the  skillful  care  and  attention  of  Dr. 
W.  F.  Chenoweth,  the  arm  was  saved,  and  is 
now  just  as  well  as  ever.  The  case  is  considered 
a triumph  in  surgery,  and  Dr.  F.  W.  Chenoweth 
is  in  receipt  of  numerous  congratulations  from 
all  quarters  upon  the  remarkable  success  attend- 
ant upon  his  efforts  in  behalf  of  his  patient.”  (46) 
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Carcinoma  of  the  Stomach 

by 

Alton  Ochsner,  M.D. 

Doctor  Ochsner  reviews  his  personal  experience  with 
342  patients  with  gastric  carcinoma,  and  discusses  the 
, factors  contributing  to  the  decreasing  incidence  of  gas- 
trie  carcinoma  in  the  United  States. 


Dr.  Ochsner 


ARCINOMA  of  the  stomach  is  a disease 
which,  although  known  since  antiquity,  has 
defied  all  efforts  at  cure.  Through  the  ages  it 
has  continued  relentlessly  to  take  the  lives  of 
its  victims.  Today  the  prognosis  is  little  better 
than  it  was  in  former  years.  Several  years  ago  I 
collected  data  on  series  of  cases  of  carcinoma  of 
the  stomach  from  a number  of  the  most  reputable 
medical  institutions  in  the  United  States.  In  the 
collected  cases,  50  per  cent  of  the  patients  had 
operable  lesions  and  20  per  cent  resectable 
tumors.  Seventeen  per  cent  survived  gastric  re- 
section and  only  5 per  cent  were  alive  at  the 
end  of  five  years.  Clarkk  who  collected  the  cases 
of  carcinoma  of  the  stomach  in  Harrison  County, 
Texas,  reported  a five  year  survival  rate  of  0.8 
per  cent. 

The  only  optimistic  note  about  this  dreadful 
disease  is  that  its  incidence  is  decreasing.  There 
are  only  two  types  of  cancer  in  the  United  States 
whose  incidences  are  decreasing:  carcinoma  of 
the  cervix  and  carcinoma  of  the  stomach.  I at- 
tribute the  decreasing  incidence  of  cervical  car- 
cinoma to  the  fact  that  women,  who  are  ex- 
tremely cancer-conscious,  have  regular  periodic 
physical  examinations,  which  enables  detection 
and  correction  of  pre-cancerous  lesions  before 
cancer  of  the  cervix  develops. 

The  incidence  of  cancer  of  the  stomach  is  also 
decreasing  in  the  United  States  as  well  as  in 
England,  although  it  is  increasing  in  Japan.  The 
mortality  rate  from  gastric  cancer  decreased 
from  18.3  per  100,000  population  in  1946  to  12.1 
in  1958.  I believe  the  same  factor  is  responsible 
for  the  decrease  in  incidence  of  cervical  cancer, 
that  is,  pre-caneerous  gastric  lesions  are  being 
detected  and  corrected  before  they  have  a chance 
to  become  malignant. 

For  a long  time  I have  believed  that  all  gastric 
ulcers  should  be  excised  in  contradistinction  to 

Arizona  Chapter,  American  College  of  Surgeons,  Annual  Fall 
Clinical  Congress,  Hotel  Superstition  Ho,  Apache  Junction,  Ari- 
zona, November  18,  1861. 

From  the  Department  of  Surgery,  Ochsner  Clinic,  New  Orleans. 


duodenal  ulcers,  which  should  be  treated  con- 
servatively except  when  the  ulcer  is  intractable 
or  a surgical  complication,  such  as  perforation, 
obstruction,  or  massive  hemorrhage,  is  present. 
There  are  several  reasons  why  I believe  this. 
First,  it  is  impossible  for  the  clinician,  gastro- 
scopist,  roentgenologist,  surgeon  when  he  opens 
the  abdomen,  and  even  the  pathologist  when  he 
views  the  resected  stomach  to  state  that  the 
lesion  is  not  malignant.  It  may  even  be  difficult 
for  him  to  say  that  it  is  not  malignant  when  he 
examines  the  lesion  microscopically  unless  serial 
sections  are  made. 

This  can  be  illustrated  by  a personal  experi- 
ence at  the  Tulane  University  School  of  Medi- 
cine. For  twenty  years  the  Department  of  Path- 
ology used  as  a classical  example  of  a benign 
ulcer  a certain  section.  After  such  long  usage 
many  of  the  slides  were  broken,  and  in  order 
to  replenish  the  supply,  additional  sections  were 
cut  from  the  same  block.  These  were  given  to 
the  students  to  examine.  One  of  the  students  told 
the  professor  that  his  slide  looked  like  cancer. 
The  professor  replied,  “No,  that’s  an  ulcer.  Go 
back  and  look  at  it  again.”  But  the  student  was 
persistent,  and  finally  he  asked  the  professor  to 
look  at  the  slide  again.  Surely  enough,  it  was 
cancer!  That  the  Department  of  Pathology  in 
one  of  the  major  universities  in  the  United 
States  used  as  a classical  example  of  a benign 
ulcer,  carcinoma  of  the  stomach  for  twenty  >'ears 
is  indicative  of  the  great  difficulty  of  making 
this  pathologic  diagnosis.  It  simply  means  that 
the  original  sections  were  cut  from  the  ulcer, 
which  showed  no  malignant  change,  whereas 
the  additional  sections  were  cut  from  an  area 
containing  malignant  change. 

Many  physicians  question  whether  benign 
ulcer  of  the  stomach  ever  undergoes  malignant 
change.  I am  one  of  those  rare  persons  today 
who  believes  that  this  does  happen.  As  a medi- 
cal student,  1 was  taught  that  a chronic  cal- 
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loused  ulcer  of  the  stomach  could  undergo  ma- 
lignant change.  However,  most  pathologists  to- 
day believe  that  all  gastric  cancer  begins  as 
cancer. 

Moreover,  it  is  quite  conceivable  that  an 
epithelial  surface,  such  as  the  gastric 
mucosa,  can  undergo  malignant  change  and  that 
persistence  of  an  ulcer  in  the  stomach  for  a long 
time  can  become  cancerous.  We  know  tliat  this 
happens  elsewhere  in  the  body.  In  the  skin,  for 
example,  cancer  can  develop  engrafted  in  an 
ulcer  in  the  form  of  a Marjolin’s  ulcer. 

Finally,  the  incidence  of  gastric  cancer  has 
definitely  decreased  during  the  past  ten  years. 
The  probable  explanation  for  this  decrease  is 
that  an  increasing  number  of  people,  such  as  I, 
believe  that  gastric  ulcers  should  be  treated 
surgically  so  that  more  patients  with  gastric 
ulcers  are  having  gastric  resections  and  these 
pre-cancerous  lesions  are  being  removed  before 
they  become  malignant. 

Gastric  ulcers  should  be  resected  for  another 
reason.  The  results  of  surgical  treatment  of 
gastric  ulcer  are  good.  On  the  other  hand,  the 
results  of  the  conservative  treatment  of  gastric 
ulcer  are  not  good.  The  reported  incidence  of 
recurrence  ranges  from  25  to  50  per  cent,  and 
although  the  complications,  such  as  perforation 
and  hemorrhage,  are  not  as  frequent  as  in  duo- 
denal ulcer,  when  they  do  occur,  they  are  much 
more  lethal.  The  physician  who  treats  a gastric 
ulcer  conservatively  assumes  a responsibility 
that  is  not  justified  because  he  cannot  know  that 
the  lesion  is  not  malignant. 

There  has  been  considerable  discussion  in  the 
past  regarding  the  best  way  to  treat  gastric 
cancer  even  though  it  has  been  recognized  for 
some  time  that  the  only  treatment  is  surgical 
extirpation.  There  is  no  agreement,  however,  re- 
garding whether  gastrectomy  should  be  total  or 
partial.  Any  operation  short  of  total  gastrectomy 
requires  definition.  I am  convinced  that  in  most 
patients  with  gastric  cancer  in  the  distal  half  of 
the  stomach,  as  much  can  be  accomplished  by 
radical  subtotal  gastrectomy  as  by  total  gastrec- 
tomy. One  must  define,  however,  what  is  meant 
by  radical  total  gastrectomy.  This  term  has  been 
used  to  mean  anything  from  an  adequate  resec- 
tion to  a biopsy. 

IN  THE  REMOVAL  of  any  malignant  lesion,  it 
is  imperative  to  excise  not  only  the  involved 
viscus  itself  but  also  the  lymph  drainage  to 


which  malignant  cells  might  extend.  The  prin- 
cipal sites  of  involvement  in  gastrie  carcinoma 
are  nodes  around  the  celiac  plexus,  those  around 
the  left  gastrie  vessels,  the  paracardial  nodes,  the 
gastrolienal  nodes,  the  right  gastric  nodes,  which 
are  along  the  greater  curvature,  the  subpyloric 
nodes,  and  the  hepatic  and  subhepatic  nodes. 
In  order  to  remove  the  gastrolienal  nodes,  it  is 
obligatory  to  remove  the  spleen  en  bloc  with  the 
stomach. 

A number  of  years  ago  Wangensteen  and 
associates^  emphasized  the  “second  look”  opera- 
tion, which  is  a valuable  procedure,  particularly 
in  carcinoma  of  the  colon.  In  this  operation,  they 
noted  that  a certain  number  of  the  patients  had 
residual  tumor  in  the  subhepatic  nodes.  To  ob- 
viate this,  at  the  original  resection  the  nodes  in 
the  hepatic  fissure  should  be  carefully  dissected. 

In  addition  to  these,  there  are  nodes  along  the 
superior  border  of  the  pancreas  and  certain 
nodes  extend  behind  the  head  of  the  pancreas. 
Some  surgeons  have  suggested  that  in  order  to 
perform  an  adequate  operation,  not  only  should 
the  stomach  be  removed  but  also  the  pancreas 
and  duodenum.  This  is  an  extremely  radical 
operation,  and  the  surgeon  must  decide  what  is 
practical.  In  some  super-radical  operations  that 
are  being  done,  one  wonders  how  the  surgeon 
really  knows  what  to  send  to  the  laboratory,  the 
specimen  or  the  patient!  To  resect  the  pancreas 
is  not  practical  but  it  is  safe  to  resect  the  nodes 
along  the  superior  border  of  the  pancreas. 

The  operation  that  we  do  is  what  we  call 
radical  subtotal  resection.  We  remove  the 
first  portion  of  the  duodenum.  This  is  important 
because  although  I was  taught  that  carcinoma 
of  the  stomach  never  extended  into  the  duo- 
denum, carcinoma  in  the  region  of  the  pylorus 
can  and  does  extend  beyond  the  stomach  into 
the  duodenum  for  a few  centimeters  at  least. 
Therefore,  the  first  portion  of  the  duodenum 
should  be  removed.  We  also  remove  all  the  les- 
ser curvature  up  to  the  cardia,  the  gastrohepatic, 
gastrocolic  and  greater  omenta,  and  the  spleen. 
The  greater  curvature  up  to  within  about  6 cm. 
of  the  cardia  is  removed.  This  leaves  behind 
a small  pouch  about  as  big  as  one’s  thumb.  Such 
a small  pouch  probably  does  not  serve  as  an  ef- 
ficient reservoir.  However,  patients  who  have 
been  subjected  to  that  procedure  have  consider- 
ably less  digestive  difficulty  postoperatively  than 
those  who  have  had  total  gastrectomy.  The  latter 
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are  likely  to  be  digestive  cripples.  By  preserving 
the  small  pouch  a few  of  the  left  vagus  fibers 
remain  intact,  and  I think  preservation  of  these 
fibers  is  probably  responsible  for  the  fewer 
symptoms  experienced  by  patients  who  have  had 
radical  subtotal  resection. 

Personal  Experience 

Gastric  carcinoma  occurs  in  males  more  often 
than  in  females.  In  our  series  of  342  patients  with 
gastric  carcinoma,  68  per  cent  were  in  males.  The 
average  age  of  the  two  sexes  was  about  the 
same  — 59  years  in  women  and  60  in  men.  The 
greatest  incidence  was  in  persons  in  the  seventh 
decade  of  life  followed  by  the  sixth  and  then 
the  eighth  decade.  The  two  extremes  are  not 
exempt,  however. 

Most  of  our  patients  complained  of  some  dis- 
comfort. Eighty-one  per  cent  had  discomfort 
or  abdominal  pain,  59  per  cent  had  nausea, 
57  per  cent  had  anorexia,  and  18  per  cent  had 
dysphagia.  Those  with  dysphagia  were  the  pa- 
tients with  lesions  in  the  cardiac  end  of  the 
stomach. 

LOSS  OF  WEIGHT  is  an  important  diagnostic 
and  prognostic  factor.  Ordinarily,  loss  of 
weight  in  malignant  disease  is  considered  as 
indicating  an  advanced  lesion.  This  is  not  par- 
ticularly true  in  carcinoma  of  the  stomach.  Loss 
of  weight  can  occur  very  early  in  the  course 
of  the  disease  because  of  severe  anorexia.  The 
most  prominent  manifestation  we  observed  was 
loss  of  weight;  the  average  amount  of  weight  lost 
was  25  lb.  in  7 months.  Forty-seven  per  cent  of 
the  patients  had  tenderness,  45  per  cent  simple 
vomiting,  41  per  cent  a palpable  mass,  21  per- 
cent retention  vomiting,  20  per  cent  melena,  and 
17  per  cent  palpable  spread,  i.e.,  to  the  cul-de-sac 
of  Douglas  or  supraclavicular  lymph  nodes.  The 
average  duration  of  syiuptoms  was  8 months, 
which  is  much  too  long. 

The  lesion  was  described  by  the  pathologist 
as  diffuse  in  66  per  cent  of  our  series,  ulcerative 
in  23  per  cent,  and  polypoid  in  11  per  cent.  Of 
our  patients  88  per  cent  had  operable  lesions; 
80  per  cent  had  abdominal  exploration;  7.6  per- 
cent refused  to  submit  to  operation  or  were 
operated  on  elsewhere;  40  per  cent  had  non- 
resectable  tumors;  about  the  same  percentage 
had  resections,  and  12.2  per  cent  had  inoperable 
tumors. 

The  type  of  resection  that  was  done  varied; 
66  per  cent  had  distal  subtotal  resection  and  21 
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per  cent  total  resection.  Total  gastrectomy  was 
done  if  the  lesion  was  in  the  proximal  half  of  the 
stomach  or  if  there  was  diffitse  irrvolvement,  such 
as  linitis  plastica.  However,  we  have  never  cured 
a patient  with  linitis  plastica.  Thirteen  per  cent 
had  proximal  subtotal  resection. 

The  operative  mortality  rate  varied  according 
to  the  type  of  operation.  In  the  distal  subtotal 
resections,  it  was  7.7  per  cent;  in  the  total  gas- 
trectomies, 10.3  per  cent,  and  in  the  proximal 
subtotal,  27.7  per  cent. 

E HAVE  five  year  follow-up  data  on  98  per- 
cent of  our  patients.  None  of  those  with 
non-resection  lesions  survived  five  years.  The 
five  year  survival  rate  for  the  entire  series  was 
10  per  cent  and  the  ten  year  survival  rate  7.5 
per  cent.  The  five  year  survival  rate  was  13  per- 
cent arnorrg  those  who  had  palliative  resection. 
Palliative  resection  is  an  arbitrary  clinical  desig- 
nation in  which  there  is  gross  extension  beyond 
the  stomach,  to  the  regional  lymph  nodes,  to 
the  liver  by  direct  continuity,  and/or  to  the 
transverse  mesocolon  or  transverse  colon.  Not  all 
of  these  are  actually  palliative  because  13  per- 
cent are  well  at  the  end  of  five  years.  The  five- 
year  survival  rate  of  all  those  who  had  resection 
was  26  per  cerrt  and  of  those  with  lesions  grossly 
limited  to  the  stomach,  58  per  cent.  Irr  a small 
group  in  which  the  preoperative  diagirosis  was 
benign  rrlcer  but  which  later  proved  to  be  malig- 
nant disease,  the  five  year  survival  rate  was 
85  per  cent.  In  74  per  cent  of  our  patients  the 
lesion  had  grossly  extended  beyond  the  stomach 
and  in  26  per  cerrt  it  was  grossly  limited  to  the 
stomach  ( palliative ) . 

In  the  determirration  of  survival  statistics  in 
cancer  orre  should  include  every  patient  who 
dies,  whether  death  was  due  to  the  operatiorr, 
recrrrreirce  of  the  disease,  arr  automobile  acci- 
dent, or  cardiac  disease.  The  five  year  survival 
rate  for  total  resectiorr  in  our  series  was  15  per- 
cent and  for  radical  subtotal  resection  34  per 
cerrt.  This  definitely  shows  that  radical  subtotal 
resectiorr  is  a justifiable  procedure. 

The  five  year  survival  rate  in  those  with  dif- 
fuse irrvolvement  was  only  2 per  cent,  irr  those 
with  polypoid  lesions,  20  per  cent,  and  in  those 
with  ulcerative  lesions,  27  per  cent.  In  most 
reports,  the  best  prognosis  is  in  polypoid  lesions. 
I thirrk  the  reason  the  best  results  in  our  cases 
were  in  the  ulcerative  lesions  was  because  in 
some  we  could  not  differentiate  them  from  be- 
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nign  lesions.  No  patient  with  a nonreseetable 
lesion  lived  as  long  as  three  years. 

From  our  study,  it  appeared  that  several 
faetors  influenee  prognosis.  One  important  faetor 
was  sex.  In  both  earcinoma  of  the  stomach  and 
carcinoma  of  the  lung,  although  the  lesion  oc- 
curs less  frequently  in  women,  the  prognosis  is 
better  in  women.  The  five-year  survival  rate  in 
this  series  in  males  was  8.8  per  cent  and  in  fe- 
males 13  per  cent. 

GE  APPARENTLY  has  no  influence  on  prog- 
nosis. Forty  per  cent  of  our  patients  were 
older  than  60  years,  whereas  only  33  per  cent 
of  those  younger  than  this  had  resectable  lesions, 
but  the  five-year  survival  rates  were  exactly  the 
same  for  the  two  groups,  10  per  cent. 

The  duration  of  symtoms  influenced  prognosis. 
The  resectability  incidence  was  38  per  cent  in 
those  who  had  symptoms  less  than  9 month  and 
44  per  cent  in  those  who  had  symptoms  more 
than  9 months.  The  five-year  survival  rate  was 
7 per  cent  in  those  who  had  symptoms  less  than 
9 month  and  16  per  cent  in  those  who  had  symp- 
toms more  than  9 months.  This  appears  para- 
doxical because  it  suggests  that  the  longer  the 
delay  in  treatment  the  better  the  prognosis.  This, 
of  course,  is  not  true.  These  statistics  indicate 
one  of  two  things:  One  is  that  patients  who 
have  symptoms  for  a long  time  have  a slower 
growing  and  a more  benign  type  of  lesion.  There- 
fore, although  the  symptoms  lasted  longer,  the 
prognosis  was  better.  The  other  reason,  which 
I think  is  equally,  if  not  more  important,  is  that 
probably  in  some  of  them  the  original  symptoms 
were  those  of  an  ulcer,  not  those  of  cancer. 
The  lesion,  which  initially  was  benign,  subse- 
quently became  malignant,  and  the  longer  his- 
tory was  caused  by  both  the  pre-existing  benign 
lesion  and  the  subsequent  malignant  one.  The 
important  conclusion  that  can  be  drawn  from 
these  statistics  is  that  a long  history  of  gastric 
symptoms  does  not  necessarily  offer  a poor 
prognosis.  This  same  holds  true  in  patients  with 
cancer  of  the  lung.  Our  resectability  and  cura- 
bility incidences  were  higher  in  patients  who 
had  the  longer  history. 

Loss  of  weight  also  is  of  prognostic  impor- 
tance. The  five  year  survival  rate  in  our  patients 
who  had  lost  less  than  15  lb.  in  weight  was  15 
per  cent  as  contrasted  with  10  per  cent  in  those 
who  had  lost  more  than  25  lb.  in  weight. 

The  results  of  the  treatment  of  gastric  can- 
cer can  be  improved  only  by  treating  the 


disease  before  the  diagnosis  is  made.  That  is 
a paradox.  How  can  one  treat  something  that 
cannot  be  diagnosed?  What  I mean  is  if  one 
waits  until  the  lesion  is  clinically  diagnosable  as 
cancer  of  the  stomach,  it  is  too  late.  When  a 
clinical  diagnosis  of  cancer  of  the  stomach  is 
made,  the  disease  is  in  the  terminal  stage.  It 
is  not  difficult  for  a medical  student  to  make 
a diagnosis  of  varcinoma  of  the  stomach  on  the 
ward.  Anyone  can  make  such  a diagnosis.  In 
order  to  improve  the  results  in  gastric  cancer 
one  must  treat  lesions  that  are  not  clinically 
cancer.  These  are  ulcers  of  the  stomach  and  gas- 
tric polyps,  which  are  premalignant.  One  must 
be  particularly  suspicious  of  people  with  per- 
nicious anemia  and  atrophic  gastritis,  because 
the  incidence  of  carcinoma  of  the  stomach  in 
such  individuals  is  fifteen  times  higher  than  it 
is  in  the  general  population  as  a whole.  Finally, 
it  is  occasionally  necessary  to  perform  abdominal 
exploration  because  of  symptoms  alone.  This 
represents  a small  but  important  group.  We 
have  seen  6 patients,  all  men  older  than  40  years 
of  age  who  previously  could  eat  anything,  in 
whom  anorexia  developed  severe  enough  to 
make  them  lose  15  or  more  pounds  in  weight. 
All  were  carefully  examined.  Gastric  cancer 
was  suspected  but  results  of  gastric  roentgenog- 
raphy, gastric  cytology,  and  gastroscopy  were 
negative,  and  4 of  the  si.x  had  normal  gastric 
acidity.  Our  gastrologist  insisted  they  had  cancer 
of  the  stomach.  All  had  abdominal  exploration 
and  all  6 had  small  malignant  tumors  of  the 
stomach.  Gastric  resection  was  done,  and  I be- 
lieve they  are  well.  During  this  same  period  of 
about  five  or  six  years,  we  had  10  additional 
patients  with  the  same  history  who  were  orig- 
inally seen  by  good  physicians  and  examined  by 
good  roentgenologists  and  gastroscopists.  Re- 
cause  nothing  was  found,  they  were  reassured 
that  there  was  nothing  wrong.  We  saw  them 
after  varying  periods  of  time  — I think  four  to 
ten  months  later,  at  which  time  one  could  make 
a diagnosis  of  carcinoma  of  the  stomach  vdthout 
any  difficulty  whatsoever.  All  10  of  these  were 
operated  on  and  found  to  have  inoperable 
lesions.  Whether  all  10  would  have  had  resect- 
able tumors  at  onset  of  symptoms  is  not  knowm, 
but  1 believe  they  would  have. 
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Chronic  Pulmonary 
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An  underslanding  of  fhe  pathological  aspects  of  pulmonary  hypertension 
is  essential  to  a physiologic  basis  of  therapy. 


Conclusion 


Medial  Hypertrophy 

Before  considering  the  role  of  medial  hyper- 
trophy as  a structural  change  underlying  or 
associated  with  pulmonary  hypertension,  cer- 
tain general  observations  need  to  be  made. 

It  is  established  that  in  the  fetus  the  smallest 
arterial  vessels  have  a different  appearance  than 
do  similar  vessels  in  the  adult. In  the  fetus, 
characteristically,  the  media  is  thick  and  the 
lumen  is  narrow.  After  birth  there  is  a gradual 
approach  toward  the  adult  stage  as  the  media  of 
the  muscular  arteries  and  arterioles  become  thin- 
ner and  the  lumina  widens.  Usually  by  the  sixth 
postnatal  week  adult  features  of  thickness  of 
media  and  width  of  lumen  are  reached.  From 
histologic  appearances  it  seems  likely  that  in 
the  stage  when  the  media  is  thick  the  small  pul- 
monary arterial  vessel  is  capable  of  offering 
significant  obstruction  to  blood  flow.  A vessel 
with  a thick  medial  layer  is  able  to  exercise 
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greater  degrees  of  vasoconstriction  than  a vessel 
with  a thin  media.  In  addition,  the  vessel  with  a 
thick  media  offers  greater  resistance  to  distention 
by  the  pulse  wave  than  does  the  thinner  vessel. 
It  is  apparent  that  for  the  same  stimulus  toward 
pulmonary  vasoconstriction  the  response  will 
depend  upon  the  capabilities  of  the  pulmonary 
vessels. 

If  the  vascular  bed  still  shows  fetal  character- 
istics or  if  medial  hypertrophy  becomes  acquired 
after  a phase  of  normal  evolution  to  the  adult 
stage,  the  responsiveness  to  a given  stimulus  for 
vasoconstriction  will  be  greater  than  when  the 
pulmonary  vessels  are  of  a normal  adult  char- 
acter. 

It  is  to  be  recognized  that  in  the  normal  adult 
the  pulmonary  vascular  bed  is  so  w'eakly  re- 
sponsive that  whatever  stimulus  is  applied 
changes  in  pulmonary  pressure  are  often  not 
measurable.  Judging  from  disease  states,  how- 
ever, it  is  apparent  that  the  normal  adult  pul- 
monary vascidar  bed  can  respond  and  o\er  a 
long  period  of  stimulation  the  once  thin  muscular 
arteries  and  arterioles  may  acquire  thick  medial 
layers.  At  this  stage  demonstration  of  ekwated 
pulmonary  vascular  resistance  and  its  element 
of  vasoconstriction  are  jiossible. 
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With  this  background  we  may  now  turn  to 
certain  states  in  which  pulmonary  hypertension 
in  the  absence  of  excess  pulmonary  blood  flow 
is  associated  primarily  with  medial  hypertrophy 
of  the  pulmonary  arterioles  and  muscular  ar- 
teries. 

High  Altitude 

Residence  of  both  man  and  certain  cattle  at 
high  altitude  from  birth  as  well  as  some  experi- 
mental animals  is  known  to  be  associated  with 
higher  pulmonary  arterial  pressures  than  that 
which  occurs  in  corresponding  populations  liv- 
ing at  lower  altitudes. The  pulmonary  blood 
flow  is  at  normal  levels;  therefore,  the  vascular 
resistance  is  elevated.  Structurally,  the  muscular 
arteries  and  arterioles  of  the  lung  are  thicker 
than  in  control  subjects  living  at  lower  alti- 
tudes.^" It  is  presumed  that  in  subjects  born  and 
living  at  high  altitudes  there  is  failure  of  normal 
evolution  of  the  pulmonary  vessels  into  the 
usual  postnatal  state.  The  stimulus  is  probably 
inspiration  of  air  relatively  low  in  oxygen  tension. 
The  mechanism  through  which  this  stimulus 
acts  to  achieve  vasoconstriction  is  not  known, 
however. 

Obesity 

Obesity  may  be  associated  with  elevated  pul- 
monary arterial  pressure, . a feature  of  so-called 
Pickwickian  syndrome.®’ In  such  subjects  the 
small  pulmonary  vessels  exhibit  medial  hyper- 
trophy as  the  only  significant  structural  change. 

It  is  presumed  that  the  obese  state  causes  a 
deficiency  in  respiratory  function  and  as  a result 
the  pulmonary  capillaries  are  subjected  to  gas- 
eous mixtures  relatively  low  in  oxygen  tension. 

In  subjects  born  and  living  at  high  altitude 
the  medial  hypertiophy  may  be  considered  a 
retention  of  fetal  structural  characteristics.  In 
the  obese  subject  one  must  assume  that  the  med- 
ial hypertrophy  of  the  small  pulmonary  arterial 
vessels  is  an  acquired  state.  Such  cases  offer 
evidence  for  the  concept  that  normal  pulmonary 
vessels  may  acquire  medial  hypertrophy  as  a 
result  of  long  range  exposure  to  the  stimulus  of 
low  oxygen  tension  of  the  alveolar  gas. 

Kyphoscoliosis 

The  troublesome  problem  of  kyphoscoliosis 
has  long  been  recognized  as  being  associated 
with  right  ventricular  hypertrophy.  This  is  an 
anatomic  sign  of  pulmonary  hypertension.  Sev- 
eral explanations  have  been  given  for  the  ele- 
vated pulmonary  pressure,  including  atelectasis 
in  some  portion  of  the  pulmonary  system  and 


Fig.  11. 

Pulmonary  fibrosis.  Gross  speimen  of  lung  sectioned. 
The  pale  areas  represent  dense  scar  tissue. 

emphysema  in  the  remainder.  Necropsy  experi- 
ence with  this  problem  frequently  is  impressive 
concerning  the  minimal  degrees  of  these  tsvo 
lesions  that  are  present.  Perhaps  it  is  valid  to 
explain  the  increased  pulmonary  vascular  re- 
sistance on  the  same  basis  as  in  the  pulmonary 
hypertension  of  obesity;  namely,  that  in  the 
kyphoscoliotie  subjeet  there  is  a low  oxygen 
tension  of  the  alveolar  gas.  In  this  instance  this 
would  be  an  expression  of  the  impaired  res- 
piratory funetion  incident  to  the  skeletal  disease. 

Neuromuscular  Disease 

Inadequate  ventilation  resulting  either  from 
disease  of  the  eentral  nervous  system  or  of  the 
skeletal  muscles  leads  to  hypoxic  vasoconstric- 
tion of  the  pulmonary  arterial  vessels.®®^®®  The 
fundamental  proeess  is  functionally  similar  to 
that  observed  in  obesity. 
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Fig.  12. 

Photomicrographs  of  pulmonary  fibrosis  compared 
with  the  normal  lung.  UPPER.  Normal  lung  showing  the 
characteristically  wide  air  spaces  supporting  thin  capil- 
lary channels.  The  arterial  vessels  present  in  this  field 
show  the  characteristically  wide  lumens  and  thin  walls, 
which  are  normal  features.  H & E;  X 32.  CENTER. 
Extensive  organization  of  pneumonia.  The  alveolar 
spaces  contain  nodules  of  fibrous  tissue  considered  to 
have  resulted  from  organization  of  fibrin  from  an  earlier 
stage  of  active  pneumonia.  Associated  with  these  nodules 
are  thickening  of  the  alveolar  walls  and  intimal  thiek- 
ening  of  the  blood  vessels.  Elastic  tissue  stain;  x 93. 
LOWER.  Extensive  pulmonary  fibrosis  of  undetermined 
etiology.  The  pulmonary  tissue  in  this  area  is  composed 
predominantly  of  collagen  and  elastic  tissue.  The  striking 
difference  in  structure  of  the  lung  in  this  area  with 
the  normal  is  evident.  Elastic  tissue  stain;  X 32. 

Pulmonary  Parenchymal  Disease 

Pulmonary  parenchymal  disease  which  is  as- 
sociated with  pulmonary  hypertension  usually 
takes  the  form  either  of  pulmonary  fibrosis 
(Fig.  11),  regardless  of  the  varied  etiologies, 
and/or  emphysema.®®"'^*'  Occlusive  vascular  le- 
sions may  be  observed,  particularly  in  pulmon- 
ary fibrosis.  Such  lesions  undoubtedly  contribute 
to  increased  pulmonary  vascular  resistance.  The 
main  factor  causing  elevated  resistance,  however. 
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appears  to  reside  in  the  general  alteration  in  the 
structure  of  the  lung.  In  considering  the  role 
of  parenchymal  disease  in  the  problem  with 
which  we  are  here  concerned,  it  is  well  to  re- 
call that  vascular  resistance  is  an  expression  in- 
dicative of  the  capacity  of  the  vascular  bed. 
Thus  it  may  be  said  that  the  normal  pulmonary 
vascular  bed  with  its  low  resistance  to  flow  is 
a large  vascular  bed.  Contrariwise,  the  vascu- 
lar bed  offering  high  levels  of  resistance  to  flow 
has  a small  capacity.  In  pulmonary  fibrosis  the 
scarred  areas  containing  compressed  capillaries 
encased  in  dense  unyielding  fibrous  tissue  bear 
no  resemblance  to  the  delicate  structure  of  the 
lung,  a structure  characterized  by  numerous 
capillaries  which  are  readily  distensible  as  they 
lie  supported  by  hardly  more  than  a collection 
of  air  at  atmospheric  pressure.  The  scarred  area 
of  the  lung  from  the  points  of  view  of  respiratory 
and  vascular  functions  may  be  viewed  as  non- 
existent pulmonary  tissue  (Fig.  12).  The  areas 
scarred  may  be  considered  as  comparable  to 
having  been  removed.  This  leaves  only  a por- 
tion of  the  original  pulmonary  vascular  bed  to 
function  as  such.  As  areas  of  pulmonary  tissue 
are  lost,  the  capacity  of  the  entire  pulmonary 
vascular  bed  becomes  smaller;  that  is,  the  re- 
sistance rises  and  with  it  so  rises  the  pulmonary 
arterial  pressure. 

The  fundamental  cause  of  increased  pulmon- 
ary vascular  resistance  which  applies  to  pulmon- 
ary fibrosis  seems  also  to  apply  to  pulmonary 
emphysema  (Fig.  13).  Areas  of  bullous  emphy- 
sema represent  areas  of  loss  of  pulmonary  tissue, 
including  its  blood  supply.  As  this  process  be- 
comes extensive  the  functioning  part  of  the  pul- 
monary vascular  bed  is  significantly  reduced 
(Fig.  14). 

While  the  fundamental  problem  in  pulmonary 
fibrosis  and  in  emphysema  appears  to  be  loss  of 
segments  of  the  normal  pulmonary  vascular  bed, 
other  factors  may  play  additional  roles.  In  em- 
physematous areas,  whether  as  part  of  a pri- 
mary condition  or  secondary  to  pulmonarv  fi- 
brosis, trapping  of  air  raises  the  intra-abeolar 
pressure.  This  may  compress  capillaries  and  raise 
the  barrier  to  pulmonary  blood  flow. 

An  additional  factor  is  the  medial  hypertropln- 
that  may  appear  in  the  small  pulmonary  arterial 
vessels.  This  change  may  result  from  clc\atcd 
pressure  caused  by  other  factors  and  it  ma\-  re- 
sult from  hypoxia.  Once  established,  the  second- 
ary medial  hypertrophy  may  contribute  to  c'U'- 
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Fig.  13. 

Gross  specimen  of  a portion  of  lung  with  emphysema. 


vation  of  pulmonary  vascular  resistance  through 
vasoconstriction  and  through  the  passive  resis- 
tance to  flow  that  is  offered  by  a thick  muscular 
collar  within  the  affected  bessels. 

Pulmonary  Venous  Obstruction 

A large  variety  of  conditions,  both  congenital 
and  acquired,®"  are  responsible  for  pulmonary 
venous  obstruction  and  associated  pulmonary 
arterial  hypertension.  Congenital  causes  include 
certain  forms  of  anomalous  pulmonary  venous 
connection  or  stenosis,  left  ventricular  endocardi- 
al sclerosis  and  congenital  varieties  of  mitral 
stenosis  or  insufficiency.®" 


The  classical  form  of  acquired  pulmonary 
venous  obstruction  is  rheumatic  mitral  steno- 
sis.®®”®® Also  included  among  the  acquired  varie- 
ties are  several  types  of  mitral  insufficiency  and 
chronic  left  ventricular  failure  from  whatever 
cause. 

As  a consequence  of  the  fundamental  prob- 
lem of  pulmonary  venous  obstruction  there  is 
elevation  of  the  pulmonary  venous  and  capil- 
lary pressures  and  of  the  arterial  pressures.®"”'^ 
The  elevation  of  arterial  pressure  is  not  a simple 
reflection  of  elevated  capillary  pressure  as  this 
rises  to  disproportionately  higher  levels  than 
either  the  capillary  or  venous  pressures.  This 
phenomenon  must  be  interpreted  as  a manifesta- 
tion of  a zone  of  increased  resistance  at  pul- 
monary “arteriolar”  level.  This  phenomenon  may 
simply  be  a manifestation  of  vasoconstriction  at 
the  levels  of  the  pulmonary  arterioles  and  small 
arteries.  Since  the  process  of  pulmonary  venous 
obstruction  is  usually  a chronic  one  there  is  a 
gradual  increase  in  thickness  of  the  medial  layer 
of  the  pulmonary  muscular  arteries  (Fig.  15, 
Upper  left)  and  of  the  proximal  segments  of  the 
arterioles  that  are  normally  supplied  with  a 
muscular  medial  layer.  Moreover,  muscle  may 
grow  peripherally  into  those  parts  of  the  arter- 
ioles that  normally  do  not  contain  a definite 
medial  layer.  MTen  the  stage  is  reached  in  which 
there  is  a substantially  greater  amount  of  medial 


Emphysema 


Fig.  14. 

Diagrammatic  comparison  of  the  pulmonary  vascular 
bed  in  the  normal  with  that  in  emphysema  and  in  pul- 
monary fibrosis.  The  normal  pulmonary  vascular  bed, 
represents  a low  resistance  — high  reserve  type  of  vas- 
cular bed,  with  wide  channels  offering  little  obstruction 
to  pulmonary  flow.  In  emphysema,  one  factor  is  loss  of 
pulmonary  tissue.  Other  factors  may  include  hypoxia, 
which,  in  turn,  would  be  met  with  pulmonary  vasocon- 
striction. In  pulmonary  fibrosis,  the  structure  of  the  lung 
is  materially  different  from  that  in  the  normal.  One  dif- 
ference is  the  fact  that  the  pulmonary  capillary  network 
is  not  supported  by  air  spaces  but  instead  by  dense, 
constricting  fibrous  tissue. 
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Fig.  15. 

Blood  vessels  in  pulmonary  venous  obstruction. 
UPPER  LEFT.  A muscular  pulmonary  artery  in  a pa- 
tient with  mitral  stenosis.  Marked  medial  hypertrophy. 
Elastie  tissue  stain;  X 400.  UPPER  RIGHT.  A muscular 
artery  and  one  of  its  branches  from  a case  of  chronic 
left  ventricular  failure  resulting  from  chronie  myocarditis. 
In  addition  to  medial  hypertrophy  of  the  parent  vessel, 
there  is  a zone  of  narrowing  at  the  ostium  of  the  branch. 
It  is  conceivable  that  the  latter  site  represents  an  impor- 
tant obstructive  focal  point  in  vasoconstriction.  The 
structure  of  the  wall  at  the  narrow  ostium  may  be 
viewed  as  a sphincter  at  the  beginning  of  the  branch. 
Elastic  tissue  stain;  X 110.  LOWER.  A pulmonary  vein 
from  a patient  with  mitral  stenosis.  There  is  medial 
hypertrophy,  prominence  of  the  elastic  layers,  and  non- 
specific fibrous  thickening  of  the  intima.  Elastic  tissue 
stain;  X 56. 

arterial  muscle  than  normal,  vasoconstriction  of 
high  degree  may  be  exhibited  at  precapillary 
levels. Also,  as  in  other  situations,  the  thick 
medial  layers  of  the  arterial  vessels  may  offer  an 
element  of  passive  resistance  to  blood  flow.  The 
zone  of  high  resistance  at  “arteriolar”  level  which 
characterizes  chronic  pulmonary  venous  obstruc- 
tion has  been  suggested  as  a phenomenon  pre- 
venting pulmonary  edema.”  It  will  be  recalled 
that  the  elevated  capillary  pressure  incident  to 
pulmonary  venous  obstruction  favors  the  occur- 
rence of  pulmonary  edema.  Yet  episodes  of  pul- 
monary edema  are  relatively  uncommon.  This 
has  been  explained  by  the  protective  function  of 
the  small  arterial  vessels  which  regulate  the 
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amount  of  flow  into  the  capillary  level  to  be 
of  such  volume  as  to  yield  pressures  below  levels 
which  would  cause  pulmonary  edema  (Fig.  15, 
Upper  right).  If  this  concept  is  correct  when 
episodes  of  pulmonary  edema  do  occur  in  chron- 
ic pulmonary  venous  obstruction  they  may  be 
viewed  as  manifestations  of  pulmonary  “arteri- 
olar” failure. 

Structurally,  in  chronic  pulmonary  venous  ob- 
struction certain  changes  may  be  present  in  ad- 
dition to  the  medial  hypertrophy  of  arterial  ves- 
sels.”"” These  include  non-specific  intimal  fi- 
brous thickening  of  the  arteries,  arterioles, 
venules,  and  veins  (Fig.  15,  Lower).  Medial 
thickening  of  pulmonary  veins  occurs  and  the 
visceral  pleural  and  intrapulmonary  lymphatics 
are  dilated  (Fig.  16,  Lower).  Parenthymal 
changes  may  also  appear.  These  include  hemo- 
siderosis (Fig.  16,  Upper  left),  fibrous  thicken- 
ing of  the  alveolar  walls,  the  appearance  of  cub- 
oidal  cells  at  the  alveolar  lining,  the  rare  for- 
mation of  bony  spicules  within  alveolar  spaces 
(Fig.  16,  Upper  right). 


Fig.  16. 

Photomicrograph.s  of  pulmonary  tissue  from  cases  of 
mitral  stenosis.  UPPER  LEFT.  Aecumulations  of 
pigment-laden  macrophages  within  the  alveolar  spaces 
and  in  the  septa  represent  hemosiderosis  of  the  lung,  a 
common  change  in  chronic  pulmonarv  venous  obstruc- 
tion. H & E;  X 95.  UPPER  RIGHT.  Within  an  aheolar 
space  is  a spicule  of  bone.  This  picture  is  only  occa- 
sionally seen  in  patients  with  mitral  stenosis.  H E; 
X 400.  LOWER.  Running  obliquely  through  the  center 
of  the  illustration  is  a wide  space  representing  a dilated 
interlobular  lymphatic  of  the  lung.  This  change  is 
commonly  seen  in  mitral  stenosis  and  may  coutrihute  to 
the  fonnation  of  the  horizontal  lines  seen  roentgeuo- 
graphically  in  the  periphery  of  the  lungs  in  some  cases 
ol  chronic  pulmonary  senous  obstruction.  Elastic  tissue 
stain;  X 75. 
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It  is  significant  that  in  chronic  pulmonary 
venous  obstruction  the  severe  degree  of  vas- 
cular changes  seen  in  late  stages  of  congenital 
cardiac  septal  defects  do  not  ordinarily  occur. 
For  example,  we  have  not  observed  the  plexi- 
form  lesion  in  examples  of  chronic  pulmonary 
venous  obstruction,  even  when  the  fundamental 
process  has  been  of  severe  degree  and  has  per- 
sisted for  a considerable  period  of  time. 

In  the  period  when  surgery  for  mitral  stenosis 
was  contemplated,  the  structural  changes  in  the 
pulmonary  vascular  bed  were  considered  a po- 
tential source  of  persistent  hypertension  even 
though  the  mitral  stenosis  might  be  corrected. 
Experience,  however,  has  shown  that  this  po- 
tential problem  has  not  become  a practical  one. 
Persistent  pulmonary  hypertension  after  an  oper- 
ation for  mitral  stenosis  usually  means  that  the 
mitral  valve  is  still  significantly  stenotic. 

Summary 

Pulmonary  hypertension  is  usually  a secondary 
condition  in  which  either  the  pulmonary  vascu- 
lar resistance  is  elevated  or  in  which  elevation 
of  pulmonary  vascular  resistance  is  associated 
with  increased  pulmonary  blood  flow. 

When  the  pulmonary  blood  flow  is  increased 
a septal  defect  is  characteristically  present. 

When  the  pulmonary  blood  flow  is  not  in- 
creased the  fundamental  change  may  be  found 
in  obstruction  to  the  lumens  of  pulmonary  ves- 
sels, in  intimal  disease  or  in  medial  response. 
Disease  of  the  pulmonary  parenchyma  or  ob- 
struction to  pulmonary  venous  flow  are  other 
phenomena  which  may  underlie  pulmonary  hy- 
pertension. 
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his  beautiful,  heated  svvimmintr  pool  highlights 

the  spacious  lawn  and  recreation  area  at 
Camelback  Hospital.  Other  outdoor  acti\dties  include 
)lley  ball,  ping  pong,  shuffleboard  and  badminton, 
all  under  the  supervision  of  a trained  therapist. 

Those  preferring  restful  relaxation  may  enjoy 
: quiet  conversation  m the  beautiful  lawn  and 
' grove  area  with  its  scenic  mountain  backdrop. 


5055  North  34th  Street 
AMherst  4-4111 
PHOENIX,  ARIZONA 


ARIZONA  FOUNDATION  FOR  NEUROLOGY  AND  PSYCHIATRY 

A Non-Profit  Corporation 


Located  in  the  heart  of  the  beautiful  Phoenix  citrus  area 
near  picturesque  Camelback  Mountain,  the  hospital  is 
dedicated  exclusively  to  the  treatment  of  psychiatric 
and  psychosomatic  disorders,  including  alcoholism. 


ROVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS:  and  THE  AMFdlU'AN  PSYCHIATRU  ASSOCIAHON 


THE  DERMATOSES 
THAT  WERE 

STEROID  -UNTREATABLE 


Salt  and  water  retention,  edema,  overstimulation  of 
the  appetite,  excessive  weight  gain,  mood  swings— 
these  were  some  of  the  problems  that  used  to  confront 
physicians  when  they  wanted  to  prescribe  steroids  for 
dermatoses.  For  patients  already  overweight,  or  with 
edema  associated  with  cardiovascular  disease,  or 
those  who  were  tense  and  anxious,  steroid  treatment 
could  aggravate  their  problems.  But  with  the  advent 
of  ARISTOCORT®  Triamcinolone,  many  of  these 
patients  became  “steroid-treatable.”  The  reason:  Not 
only  did  this  steroid  provide  gratifying  symptomatic 
relief,  but  it  did  so  without  the  penalty  of  overstimu- 
lation of  the  appetite,  excessive  weight  gain,  salt  and 
water  retention,  edema,  and  undesirable  euphoria. 
And  these  benefits  have  been  confirmed  for  other 
patients  with  steroid-susceptible  disorders,  as  well  as 
those  formerly  untreatable. 


Side  Effects:  Since  it  may,  under  some  circumstances, 
produce  many  of  the  unwanted  effects  common  to  all 
cortisone-like  drugs,  discrimination  should  always  be 
exercised  in  administering  ARISTOCORT®  Triamcino- 
ilone.  Any  of  the  Cushingoid  effects  are  possible,  as  are 
purpura,  G.l.  ulceration,  increased  intracranial  pres- 
sure and  subcapsular  cataract.  Corticosteroids  gen- 
;erally  may  mask  outward  signs  of  bacterial  or  viral 
iinfections.  Catabolic  effects  to  watch  for  include 
.imuscle  weakness  and  osteoporosis.  Weight  loss  may 
dccur  early  in  treatment  but  is  usually  self-limiting. 
Contraindications:  While  the  only  absolute  contra- 
jindications  are  tuberculosis,  herpes  simplex  and 
bhicken  pox,  there  are  some  relative  contraindications 
((peptic  ulcer,  acute  glomerulonephritis,  myasthenia 


gravis,  osteoporosis,  fresh  intestinal  anastomoses, 
diverticulitis,  thrombophlebitis,  psychic  disturbance, 
pregnancy,  infection)  to  weigh  against  expected 
benefits. 

A single  daily  dose  may  provide  effective  control,  is 
convenient  for  the  patient,  and  can  be  employed  in 
both  initial  and  maintenance  therapy. 

MAXIMUM  STEROID  BENEFIT-MINIMUM  STEROID  PENALTY 


Triamcinolone 

1 mg.,  2 mg.,  4 mg.  or  16  mg.  tablets 
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272-4 


A statement  to  physicians 
concerning  a new  concept 
for  feeding  infants  in  the  home 


What  is  “Nursette”? 

The  Nursette  disposable  formula  bottle  is  the  ultimate 
in  simplicity  and  safety  for  routine  formula  feeding. 
The  Nursette  unit  consists  of  a glass  bottle  already  filled 
with  Enfamil  in  20  cal./oz.  dilution.  No  further  prepa- 
ration is  required.  Just  twist  off  the  cap,  attach  a con- 
ventional nipple  unit  of  choice  and  the  Nursette  bottle 
is  ready  for  feeding. 

The  Nursette,  with  Ready-to-Use  Enfamil  formula, 
is  available  in  three  sizes  (4,  6 and  8 oz.)  to  keep  pace 
with  the  infant’s  growing  appetite.  It  is  safe  to  store  un- 
opened wi  thout  refrigeration  and  feed  without  warming, 
if  desired.  Also,  there  are  no  cans  to  open,  no  ingredi- 
ents to  mix  or  measure,  no  bottles  to  wash  and  sterilize. 

Although  the  concept  of  a presterilized,  ready-to- 
use  formula  sealed  in  a glass  nursing  bottle  seems  rela- 
tively simple— the  actual  production  of  such  a unit  is 
extremely  complex.  Ten  years  of  research  and  develop- 
ment were  required  to  solve  technological  problems  and 
perfect  the  needed  processes.  While  bottles  filled  with 
formula  are  in  constant  motion,  high  heat  is  applied  for 
a critically  short  period.  The  result:  a sterile  formula 
with  the  natural  whiteness  of  whole  milk  and  maximal 
retention  of  all  nutritional  values. 


Who  uses  “Nursette”?  , 

The  Nursette  unit  is  for  routine  feeding  of  normal  in-j 
fants.  Nursette  with  ready-to-use  formula  eliminateJ 
much  of  the  work  and  worry  associated  with  current 
methods  of  formula  preparation.  Consumer  survey^ 
with  hundreds  of  mothers  indicate  a high  preference 
for  this  new  concept  in  infant  feeding.  " 

Infant  feeding  with  the  Nursette  unit  offers  practical 
benefits  to  both  the  inexperienced  parent  and  the  har- 
ried multipara  — without  compromising  nutritional 
quality.  In  turn,  only  a minimum  amount  of  your  tiraej 
is  required  for  counseling  anxious  mothers  on  the  prob-" 
lems  of  formula  preparation. 

For  infant  feeding  in  the  home,  the  Nursette  disposal 
ble  formula  bottle  provides  clinically  proven  Enfamil 
Infant  Formula  in  the  most  practical  and  convenientJ 
form.  This  consistent  20  cal./oz.  nutrition  may  be  used^ 
exclusively  or  in  conjunction  with  formula  prepared] 
from  Enfamil  concentrated  liquid  or  powder.  I 

As  the  ultimate  in  simplicity  and  safety  for  home] 
feeding,  the  Nursette  disposable  formula  bottle  will,  noi 
doubt,  interest  many  parents.  In  keeping  with  our  dedi^ 
cation  of  “Serving  All  Needs  in  Infant  Nutrition,’ 
Mead  Johnson  Laboratories  is  proud  to  make  this  new 
product  available  to  you  and  your  patients.  i 


©1964  MEAD  JOHNSON  & COMPANY,  EVANSVILLE,  INDIANA 
•nursette  is  a trademark  of  mead  JOHNSON  & COMPANY 


Mead  Johnson 
Laboratories 


Symbol  of  service  in  medicine 


Enfamir 

^'iURSETTE 


EnfamirNURSETTE 
ready- to -use 

disposable  infant  formula  unit 


The 

clear 

conclusion 
from 
10  years’ 
experience... 


belongs  in  every  practice 

^Itown* 

(meprobamate) 

#. 
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Robaxin 

(methocarbamol,  Robins) 


Average  Adult  Dose 

ROBAXIN®  ROBAXIN®-750 

(methocarbamol,  500 mg./tab.)  (methocarbamol,  750 mg./tab.) 

Initially 3 tablets  q.i.d 2 tablets  q.i.d. 

Maintenance  ...2  tablets  q.i.d 1 tablet  q.4h. 

or  2 tablets  t.i.d. 

A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Virginia 


U.S.  Pat.  No.  2770649 

Successful  clinical  experience  with  Robaxin  (methocarbamol)  in  thou- 
sands of  cases  of  musculoskeletal  disorders  is  reflected  by  numerous 
published  reports.  Side  effects  (lightheadedness,  dizziness,  drowsi- 
ness, nausea)  may  occur  rarely,  but  usually  disappear  on  reduced 
dosage.  Hypersensitivity  reactions  develop  infrequently.  Contraindi- 
cated in  hypersensitive  patients. 


like  a^^atibn"  ' ' 

fon^ela^fig  stress-indued 
, srnoptb  iTWScle  spa^\ 


. . nothing,  that  is,  except  the 
sedative-antispasmodic  action  of 


Donnatal 


Prescribed  by  more 
physicians  than  any 
other  antispasmodic 


— well  over  5 billion  doses! 


In  each  Tablet,  Capsule  In  each 

or  5 cc.  Elixir  Extentab 

0.1037  mg hyoscyamine  sulfate  . 0.3111  mg. 

0.0194  mg atropine  sulfate 0.0582  mg. 

0.0065  mg.  hyoscine  hydrobromide  0.0195  mg. 

16.2  mg.  (V4  gr.)  phenobarbital  {Va.  gr.)  48.6  mg. 

(Warning:  May  be  habit  forming) 

Under  the  pressure  of  modern  living,  with  its 
“small  continued  anxieties  of  life,’’®  func- 
tional disturbances  of  secretion,  tone  and 
motility  of  the  gastrointestinal  tract  are  ex- 
tremely common.®-®  For  the  relief  of  symptoms 
associated  with  such  disturbances— through 
rest  for  the  patient,  rest  for  the  colon®— the 
drugs  of  greatest  value  have  proved  to  be  the 
antispasmodics  and  the  sedatives.®-®-^ 

Donnatal— a dependable,  time-tested  combi- 
nation of  natural  belladonna  alkaloids  and 
phenobarbital  — has  produced  excellent  re- 
sults in  relieving  visceral  spasm. 

Donnatal  makes  peptic  ulcer  patients  “quite 
comfortable’’®. ..  relieves  epigastric  pain  and 
discomfort®... gives  “marked  relief’  in  spasm 
and  irritation  of  the  g.i.  tract®.. .offers 
“quite  high  and  predictable’’  efficiency  in 
alterations  of  motility  associated  with  gas  and 
cramping^ . . in  short,  has  a definite  place  in 
the  physician’s  armamentarium  because  of 
“convenience  of  dosage  regulation,  effective- 
ness, safety,  and  economy.'"^ 


INDICATIONS:  DoNNATAL  is  indicated  in  recur- 
ring, persistent  or  chronic  visceral  spasm,  as 
in  peptic  ulcer,  pylorospasm,  irritable  stom- 
ach and  colon,  motion  sickness,  nocturnal 
enuresis,  mucous  colitis  and  diarrhea. 

SIDE  EFFECTS:  No  serious  toxic  reactions  are  to 
be  expected.  Dryness  of  the  mouth,  blurred  vi- 
sion, difficult  urination,  and  flushing  and  dry- 
ness of  the  skin  may  occur  with  excessive  and 
prolonged  dosage. 

PRECAUTIONS:  Patients  with  incipient  glau- 
coma or  urinary  bladder  neck  obstruction 
must  be  treated  with  care,  as  with  any  prepa- 
ration containing  a parasympathetic  depres- 
sant. 

CONTRAINDICATIONS:  DoNNATAL  is  contraindi- 
cated in  acute  glaucoma,  advanced  hepatic  or 
renal  disease,  and  known  or  suspected  idio- 
syncrasy to  any  of  its  components. 

REFERENCES: 
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2.  Barden,  F.W.,  Hill,  P.S.,  Mahaney,  W.F.,  and  Cu- 
neo,  K.J.:  J.  Maine  M.A.  45:11,  1954. 

3.  Donovan,  E.J.:  Rocky  Mt.  M.J.  50:952,  1953. 
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After  Surgery:  B and  C vitamins  are  therapy 


Therapeutic  amounts  of  B and  C in  stress  formula  vitamins  often  are  vital  during  periods 
of  physiologic  stress.  STRESSCAPS,  designed  to  meet  increased  metabolic  demands, 
aids  in  achieving  a more  comfortable  convalescence,  a more  rapid  recovery.  After 
surgery,  as  in  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 


Each  capsule  contains: 

Vitamin  B 1 (Thiamine Mononitrate)  10  mg. 

Vitamin  Bj  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B12  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults, 

1 capsule 

daily,  for  the  treatment  of  vitamin  de- 

ficiencies.  Supplied  in  decorative  “re- 

minder"  jars  of  30  and  100;  bottles  of  500. 

^^^^LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 
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World  Medical  Association 


Memorial  Day,  1964 
will  have  eome 
and  gone  by  the  time 
this  is  set  to  type,  but 
in  anticipation  of  it 
now  on  May  Day  I 
cannot  but  take  spe- 
cial cognizance  of  the 
efforts  of  all  medical 
military  personnel, 
who  have  died,  and 
lived  and  worked, 
that  all  persons  might 
survive  the  horrors  of 
war;  that  those  injur- 
ed might  regain  normal  bodies  and  minds,  ex- 
peditiously and  \\4th  a minimum  of  suffering. 

We  in  the  world  fraternity  of  medicine  take 
great  pride  in  these  noble  efforts  and  are  happy 
that  their  efforts  have  spilled  over  into  civilian 
medicine  for  the  benefit  of  all  in  times  of  peace. 
And  we  in  American  medicine  can  fervently  add 
our,  “may  they  not  have  died  in  vain,”  coupled 
with  our  determination  to  defend  our  bastion  — 
the  last  bastion  — of  freedom,  in  these  times  of 
attack  from  many  quarters;  for  we  would  pre- 
serve it  as  it  came  to  life  out  of  the  cauldron  of 
our  Revolutionary  War,  hammered  into  form  by 
the  immortal  Declaration  of  Independence,  and 
dedicated  to  the  Freedom  of  Man  and  to  his 
dignity  as  man  among  men.  A forethought  for 
the  next  month  and  the  Fourth  of  July! 

Thinking  of  the  world  fraternity  of  medicine, 
we  note  that  the  World  Medical  Association  is 
meeting  in  Helsinki,  Finland  this  month,  June  14 
to  19.  The  meeting  will  be  its  eighteenth  and 
will  be  saddened  by  the  death  in  February  this 
year  of  Dr.  Louis  Bauer,  who  did  so  much  in 
founding  this  organization  and  who  was  given 
a special  citation  for  his  work  only  last  year. 

Our  Edward  R.  Annis,  M.D.  is  president  of 
that  organization.  Lyndon  B.  Johnson,  then  vice- 
president  of  the  United  States,  spoke  before  his 
inauguration,  quoting  Cicero,  “In  nothing  do 
men  more  nearly  approach  the  gods  than  in  giv- 
ing health  to  men.”  He  stressed  the  fact  that  the 
United  States  is  not  isolated  by  oceans  from  the 
rest  of  the  world  and  urged  that  cooperation  on 
an  international  scale  is  the  only  way  to  deal 
with  modern  health  problems. 

I note  that  fifty-seven  nations  belong  to  the 
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W orld  Medical  Association,  including  Yugosla- 
via, but  not  Russia  or  her  other  satellites,  except 
Cuba.  While  the  United  States  has  been  a mem- 
ber since  its  inception,  there  has  been  too  little 
interest  in  it  by  its  physicians,  chiefly,  I think, 
because  of  lack  of  knowledge  of  its  purpose  and 
acomplishments. 

The  World  Medical  Association  is  the  only 
world-wide  non-governmental  association  dedi- 
cated to  protecting  and  promoting  the  freedoms 
essential  to  the  most  effective  practice  of  medi- 
cine; to  raising  the  standards  of  medical  educa- 
tion and  health  throughout  the  world;  to  bring- 
ing together  physicans  from  all  over  the  globe 
for  the  sharing  of  knowledge  and  ideas;  to  pro- 
viding a world  forum  for  discussion  and  solution 
of  problems  common  to  medicine  the  world  over; 
and  to  speaking  for  the  physician  before  other 
world  organizations  concerned  with  health  or 
medical  care. 

This  organization  has  concerned  itself  with 
many  things  interesting  and  important  to  physi- 
cians in  the  United  States  and  the  world,  such 
as  post-graduate  education,  hospital  facilities, 
cult  practices,  new  drugs,  medical  advertising. 
At  the  last  assembly,  papers  were  given  on  space 
medicine,  cancer,  asthma  and  cardiovascular  dis- 
orders. 

But  I believe  the  doctors  of  Arizona  would  be 
most  interested  in  the  “Principles  of  Social  Se- 
curity” which  were  adopted  in  1963,  keeping  in 
mind  the  diversity  of  national  political  systems 
involved,  from  the  completest  freedom,  as  in  the 
United  States,  to  those  in  which  the  medical 
services  are  organized  entirely  by  the  State. 

I.  The  conditions  of  medical  practice  in  any 
social  security  scheme  shall  be  determined  in 
consultation  with  the  representatives  of  the  pro- 
fessional organizations. 

H.  Any  social  security  scheme  should  allow 
the  patient  to  consult  the  doctor  of  his  choice, 
and  the  doctor  to  treat  only  patients  of  his 
choice,  without  the  rights  of  either  being  affect- 
ed in  any  way.  The  principle  of  free  choice 
should  be  applied  also  in  cases  \\4iere  medical 
treatment  or  a part  of  it  is  pro\  ided  in  treat- 
ment centers. 

HI.  Any  system  of  social  security  should  be 
open  to  all  licensed  doctors;  neither  the  medical 
profession  nor  the  indi\idual  doctor  should  be 
forced  to  take  part  if  they  do  not  so  wish. 
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IV.  The  doctor  should  be  free  to  practice  his 
profession  where  he  wishes  and  also  to  limit  his 
practice  to  a given  specialty  in  which  he  is  quali- 
fied. The  medical  needs  of  the  country  concern- 
ed should  be  satisfied  and  the  profession,  wher- 
ever possible,  should  seek  to  orient  young  doc- 
tors toward  the  areas  where  they  are  most 
needed.  In  cases  where  these  areas  are  less 
favorable  than  others,  doctors  who  go  there 
should  be  aided  so  that  their  equipment  is 
satisfactory  and  their  standard  of  living  is  in 
accordance  with  their  professional  responsibili- 
ties. 

V.  The  profession  should  be  adequately  rep- 
resented on  all  official  bodies  dealing  with  prob- 
lems concerning  health  or  disease. 

VI.  Professional  secrecy  must  be  observed  by 
all  those  who  collaborate  at  any  stage  of  the 
patient’s  treatment  or  in  the  control  thereof.  This 
should  be  duly  respected  by  authority. 

VII.  The  moral,  economic  and  professional 
independence  of  the  doctor  should  be  guaran- 
teed. 

VIII.  When  the  remuneration  of  medical  serv- 
ices is  not  fixed  by  direct  agreement  between 
doctor  and  patient,  proper  consideration  should 
be  taken  of  the  great  responsibility  involved  in 
the  practice  of  medicine. 


IX.  The  remuneration  of  medical  services 
should  take  into  consideration  the  services  rend- 
ered and  should  not  entirely  be  fixed  according 
to  the  financial  status  of  the  paying  authority  or 
as  a result  of  unilateral  government  decisions, 
and  should  be  acceptable  to  the  agency  which 
represents  the  medical  profession. 

X.  Control  in  medical  matters  should  be  car- 
ried out  by  doctors  only. 

XI.  In  the  higher  interest  of  the  patient  there 
should  be  no  restriction  of  the  doctor’s  right  to 
prescribe  drugs  or  any  other  treatment  deemed 
necessary. 

XII.  The  doctor  should  have  the  opportunity 
of  participating  in  any  activity  directed  toward 
improving  his  knowledge  and  status  in  his  pro- 
fessional life. 

The  impact  of  these  is  obvious.  Any  organiza- 
tion which  has  the  capacity  to  wrestle  with  such 
massive  problems  in  these  days  should  have  our 
support.  As  a matter  of  fact,  the  American  Medi- 
cal Association  has  urged  every  American  physi- 
cian to  become  a member  of  the  World  Medical 
Association  by  resolution  of  its  House  of  Dele- 
gates. And  I hope  that  a greater  number  of 
Arizona  physicians  will  do  just  that. 

W.  Albert  Brewer,  M.D. 

President 


W.  B.  SAUNDERS  COMPANY  features  the  following  new  books  in  their 
full  page  advertisement  apearing  on  page  373. 

CHILD  - THE  LIVER  AND  PORTAL  HYPERTENSION 
New!  — The  first  of  a series  of  monographs  on  selected  major  problems  in 
clinical  surgery.  Covers  all  aspects  of  the  subjeet. 

BEARD  AND  WOOD  - MASSAGE 

New!  — A well-illustrated  guide  to  the  best  use  of  massage.  Delineates  prin- 
ciples and  specific  technique. 

1963-1964  MAYO  CLINIC  VOLUMES 
New!  — The  convenient  way  to  keep  up  with  newest  developments  from  the 
Mayo  Clinic.  Both  Medicine  and  Surgery  are  covered. 
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PTA  and  PILLS 

In  its  1963-64  legislative  program  the  National 
Congress  of  PTA  has  urged  support  of  “expand- 
ed public  health  services  for  all  children  and 
youth.”  It  further  states  “the  National  Congress 
will  support  legislation  to  strengthen  the  Food 
and  Drug  Administration  to  inspect  food,  drug 
and  cosmetic  establishments,  and  to  ensure  the 
purity  and  safety  of  their  products.” 

Commendable  as  these  objectives  sound  we 
would  suggest  that  emphasis  might  better  be 
placed  on  improving  the  public  health  service 
where  specific  needs  exist,  rather  than  expand- 
ing services  for  “all”  children.  Further,  since  the 
private  medical  practitioners  of  this  country  have 
so  ably  cared  for  our  children  over  the  years,  it 
might  be  well  for  the  PTA  to  also  adopt  a resolu- 
tion supporting  the  private  physicians  of  the 
country  in  their  attempts  to  block  the  politically 
inspired  federal  legislative  plans  to  socialize 
these  doctors.  Federal  medicine  is  not  the  road 
to  better  medicine  for  our  children. 

We  would  further  remind  the  PTA  that  it  is 
not  the  Food  and  Drug  Administration  that  has 
developed  the  means  to  investigate,  develop  and 


market  the  most  astounding  array  of  disease- 
preventing vaccines  and  miraculous  pharmaceu- 
ticals imaginable.  Rather,  it  is  the  drug  industry 
of  this  country  which  is  being  rewarded  for  its 
efforts  by  regulatory  restrictions  so  extreme  as 
to  already  discourage  some  areas  of  medical  re- 
search. 

Let  the  law  deal  harshly  with  any  dishonesty, 
false  claims,  or  unsafe  practices  found  in  the 
drug  industry,  but  let  us  not  encourage  unlimited 
power  by  the  FDA  which  could  destroy  the  tree 
laden  with  the  fruit  of  honest  research  because 
of  one  ailing  branch. 

We  would  suggest  that  the  PTA  offer  a resolu- 
tion of  confidence  in  the  pharmaceutical  industry 
whose  products  have  saved  the  lives  of  so  many 
children.  It  is  easy  to  forget  that  the  life  of 
President  Lincoln’s  son  could  probably  have 
been  saved  by  antibiotics  easily  obtainable  by 
today’s  PTA  members. 

Robert  F.  Lorenzen,  M.D. 

Editor 

Ed.  note  — for  further  comments  on  the  drug 
industry,  see  page  421. 
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“The  material  in  this  journal  is  not  copyrighted.  We  ask 
that  anyone  using  material  from  it  note  the  previous  publica- 
tion in  ARIZONA  MEDICINE.” 

CONTRIBUTIONS 

The  Editor  sincerely  solicits  contributions  of  scientific  arti- 
cles for  publication  in  ARIZONA  MEDICINE.  All  such  con- 
tributions are  greatly  appreciated.  All  will  be  given  equal 
consideration. 

Material  submitted  for  publication  in  ARIZONA  MEDI- 
CINE should  conform  to  the  following  policies: 

1.  Manuscripts,  including  references  or  bibliography,  should 
be  typewritten,  double-spaced,  on  one  side  of  the  paper  only, 
and  the  original  and  a carbon  enclosed. 

2.  Be  guided  by  the  general  rules  of  medical  writing  as  fol- 
lowed by  the  JOURNAL  OF  THE  AMERICAN  MEDICAL 
ASSOCIATION. 

3.  Although  the  Editors  try  to  catch  inaccuracies,  the  ulti- 
mate responsibility  is  the  author’s. 

4.  Articles  are  accepted  for  publication  only  if  they  are 
contributed  exclusively  to  this  Journal.  Ordinarily,  contribu- 
tors will  be  notified  within  60  days  if  a manuscript  is  ac- 
cepted for  publication.  Every  effort  will  be  made  to  return  un- 
used manuscripts. 

5.  The  Journal  reserves  the  right  to  edit  all  material. 

6.  Reprints  will  be  supplied  to  the  :vuthor  at  printing  cost. 


Editorials  of  Arizona  Medicine  are  the  opinions  of  the  authors  and  do  not  necessarily  represent  tlu-  official  stand  of  The  Arizona 
Medical  Association,  Inc.  The  opinions  of  the  Board  of  Directors  may  be  sought  in  the  ptdilished  proceedings  of  that  body. 
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Young  Woman 
Reading  a Letter 

JOHANNES  VERMEER 

1632-1675 


In  Pregnancy. . . 


METAMUCIi:  Acts  Gently,  Safely,  Effectively 

brand  of  psyllium  hydrophilic  mucilloid 


The  highly  refined  mucilloid  of  Metamucil 
corrects  constipation  in  pregnant  patients 
simply  by  augmenting  the  natural  stimulus 
to  peristalsis. 

The  bland,  smooth  bulk  provided  by 
Metamucil  softens  hard  fecal  masses,  stim- 
ulates natural  reflex  activity  of  the  intestinal 
musculature  without  irritant  or  systemic  ef- 
fects and  tends  to  restore  the  normal 
rhythms  of  elimination. 

Average  Adult  Dosage:  One  rounded  tea- 
spoonful of  Metamucil  powder  (or  one 


packet  of  Instant  Mix  Metamucil)  in  a glass 
of  cool  liquid.  Metamucil  powder  contains 
equal  amounts  of  refined,  purified  psyllium 
and  dextrose  furnishing  14  calories  and  is 
available  in  containers  of  4, 8 and  16  ounces. 

Instant  Mix  Metamucil  is  supplied  as  in- 
dividual single-dose  packets,  each  incorpo- 
rating 0.25  Gm.  of  sodium,  in  cartons  of  16 
and  30. 

e.  D.  S EAR  LE  & co. 

CHICAGO,  lULINOIS,  60680 

Research  in  the  Service  of  Medicine 


420 


Arizona  Medicine 


Reprints 


What  Drugs,  What  Charms 


A month  ago  one  of  my  patients  had  erysipe- 
las. This  is  a rarity  nowadays.  How  great  a one 
can  be  judged  by  the  fact  that  the  last  one  seen 
in  onr  group  practice  was  more  than  ten  years 
ago,  and  in  the  meantime  consultations  have 
averaged  25,000  per  year.  But  something  else 
occured  which,  if  not  quite  so  rare,  was  cer- 
tainly noteworthy.  The  patient,  a woman  of  60, 
came  down  to  the  surgery  afterwards  to  thank 
me  for  her  prompt  recovery,  and  she  added  she 
had  said  a prayer  for  Sir  Andrew  Fleming!  I was 
a bit  troubled  about  this  afterwards  as  I think 
she  had  got  the  Christian  name  of  the  discoverer 
of  penicillin  wrong.  However,  a colleague  as- 
sured me  that  the  Department  of  Lost  Prayers 
would  be  capable  of  dealing  with  that  one. 

To  hear  a word  of  appreciation  for  any  of  the 
products  or  work  of  the  drug  industry  is  rare 
nowadays.  It  must  be  thoroughly  discouraging 
to  anyone  working  in  the  industry  to  have  to 
listen  to  the  constant  vilification  that  has  made 
the  word  “drug”  sound  like  a dirty  word.  For 
prominence  seems  only  to  be  given  in  the  press 
to  the  shortcomings  of  the  industry.  The  Auditor- 
General  has  only  to  report  that  some  fatheads 
on  the  hospital  boards  have  paid  five  times  as 
much  for  a particular  drug  as  their  colleagues 
elsewhere,  and  it  is  a national  scandal.  But  what 
about  the  vast  amount  of  restless,  probing,  and 
expensive  research  that  is  constantly  producing 
new  weapons  against  disease?  This  hardly  gets 
a mention. 

Speaking  as  a general  practitioner,  and  one 
who  so  far  (touch  wood  — male  omen  absit)  has 
never  needed  as  much  as  an  aspirin,  I am  pro- 
foundly grateful  for  the  varied  and  constantly 
improved  weapons  put  in  my  hand. 

Contrary  to  what  many  of  my  hospital  col- 
leagues seem  to  think,  I do  not  need  refresher 
courses  in  which  some  academic  bore  with  a 
piece  of  chalk  and  a blackboard  takes  an  hour  to 

From  the  March  19,  1964  issue  of  the  Manchester  Giiarclian 
Weekly,  England. 


by 

A.  Ian  Richardson,  M.D. 

cover  a subject  I can  read  up  in  10  minutes  at 
home.  At  all  times  I am  in  contact  with  reality 
in  disease.  I live  among  my  patients,  know  their 
problems  and  way  of  life.  My  children  grow  up 
with  theirs,  play  with  them,  and  exchange  their 
childhood  diseases. 

Any  failures  or  omissions  in  my  therapeutics 
are  quickly  manifest.  If  my  nearest  colleague  is 
wiping  the  impetigo  off  Wee  Willie’s  smug  face 
quicker  than  I am  doing  for  his  cousin,  then  I 
am  soon  made  aware  of  it.  There  is,  unfortu- 
nately, no  ward  sister  interposed  to  tell  the  par- 
ents that  Donald  is  dead  and  would  they  collect 
his  body  from  the  hospital  mortuary.  I have  to 
communicate  tragic  news  myself,  and  to  be  pre- 
pared to  deal  with  the  consequences  thereof  un- 
flinchingly. If  an  extra  spur  is  needed  to  make 
me  give  of  my  best  to  the  sick,  it  is  simply  that, 
in  the  fullness  of  time,  I can  see  myself  in  their 
place. 

Some  advances  in  treatment  have  been  miracu- 
lous. Take  for  example  the  treatment  of  high 
blood  pressure.  It  is  only  a few  years  since  there 
was  virtually  no  treatment  at  all,  apart  from  gen- 
eral sedation.  Then  drugs  such  as  the  ganglion 
blocking  agents  were  discovered  which  could,  in 
some  cases,  control  the  blood  pressure  adequate- 
ly. But  unfortunately  the  side-effects  were 
troublesome,  and  patients  often  preferred  to 
tolerate  the  disease  rather  than  the  depression, 
visual  disturbances,  and  impotence  that  went 
along  with  the  treatment.  Gradually  these  side- 
effects  were  eliminated  by  alteration  of  formu- 
lae, and  recently  newer  drugs  have  achieved 
spectacular  results. 

General  practitioners  are  used  to  drug  firms 
claiming  minor  miracles  for  their  products.  Be- 
cause of  e.xperience,  we  have  become  sceptics, 
and  are  often  by  the  next  visit  able  to  cut  the 
claims  and  the  claimant  down  to  size.  But  1 am 
thinking  of  one  new  drug  in  particular  for  high 
blood  pressure  that  has  done  all  and  more  than 
was  claimed  for  it.  Gradually,  as  they  reported 
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in  routinely,  most  of  our  hypertensive  patients 
have  been  transferred  to  it  wherever  suitable.  So 
far,  at  any  rate,  the  control  has  been  fantastically 
good,  even  in  low  dosage,  and  the  patients  them- 
selves able  to  lead  normal  useful  lives.  One  look 
at  their  faces  is  enough.  This  particular  drug 
was  produced  by  one  of  the  large  American 
firms  so  much  criticised  today.  Recently  a repre- 
sentative of  another  such  firm  told  me  that  his 
firm  believed  that  they  had  already  actually  im- 
proved the  formulae. 

In  their  search  for  lower  costs  for  the  Health 
Service,  the  Government  should  avoid  looking 
at  the  problem  only  through  the  eyes  of  their 
auditors.  For  there  is  already  a danger  that  they 
may  start  to  believe  some  of  the  nonsense  put 
out  by  their  spokesmen,  and  by  a supporting 
claque  of  sycophantic,  medically  qualified  civil 
servants.  There  are  evils  inherent  in  the  com- 
mercialised drug  industry,  but  they  are  minor 
ones  compared  with  those  of  a State-controlled 
one.  The  Russians  have  not  produced  a single 
worthwhile  new  drug  since  the  war. 

It  is  good  to  see  the  drug  companies  aware 
at  last  of  the  need  to  combat  ignorant  propa- 
ganda. I would  like  to  make  a suggestion,  gratis, 
of  course.  The  medieval  Church  would  still  show 
them  a trick  or  two.  In  a town  in  Austria,  mirac- 
ulously delivered  from  the  plague,  the  clergy 
have  organised  a yearly  procession  of  thanks- 
giving since  the  Middle  Ages.  What  we  need  is 
an  annual  drug  thanksgiving  day,  perhaps  just 
after,  and  modelled  on,  the  Lord  Mayor’s  Show. 
You  know  the  sort  of  thing  — garish  floats,  with 
hordes  of  small  children  in  multi-coloured  tulle 
dresses,  effigies,  pageants  the  lot.  Grateful  pa- 
tients could  join  in  at  suitable  gaps,  thought- 
fully provided. 

Facetious?  Maybe.  But  there  can  be  little 
doubt  of  the  need  to  remind  us  of  what  has 
been  achieved  for  our  benefit. 


The  foUoiving  two  articles  appeared  on  the 
same  page  of  the  Phoenix  Gazette  in  April.  It 
looks  like  a case  of  the  right  hand  not  knowing 
what  the  left  hand  is  doing. 

VA  Told  To  Study  Hospitals  Closing 

WASHINGTON  (UPI)  - President  Johnson 
has  directed  the  Veterans  Administration  to  con- 
sider closing  some  of  its  hospitals  as  an  economy 
step,  the  White  House  disclosed  today. 


White  House  Press  Secretary  George  E.  Reedy 
said  the  agency  was  also  told  to  study  the  possi- 
bility of  consolidating  some  of  its  other  hopsitals. 

In  another  economy  move,  the  President  has 
ordered  the  Atomic  Energy  Commission  to  “ride 
herd”  on  its  contractors,  Reedy  reported. 

REEDY  SAID  the  President  had  received  13 
reports  from  federal  agencies  in  response  to  his 
Dec.  24  request  for  economies. 

He  added  that  Johnson  had  ordered  the  De- 
partment of  Health,  Education  and  Welfare 
(HEW)  the  VA  and  the  Federal  Aviation  Ag- 
ency to  consider  further  economies. 

He  did  not  go  into  details  of  the  possibility  of 
the  VA  hospital  closings. 

THE  VA,  ALONG  with  HEW,  also  was  order- 
ed to  investigate  the  possibility  of  changing  its 
schedule  for  mailing  benefit  checks.  Reedy  said 
government  experts  estimated  recycling  of  the 
benefit  mailings  could  save  $4  million  annually. 

He  said  the  AEG,  in  its  report  to  the  Presi- 
dent, had  said  a one  per  cent  cut  in  its  payroll 
was  possible  by  eliminating  about  70  people. 

Johnson  ordered  AEG  Chairman  Glenn  Sea- 
borg  to  investigate  the  possibility  of  keeping  the 
70  employes  on  the  payroll  and  assigning  them 
to  “reviewing  and  riding  herd  on  contracts.” 

REEDY  SAID  payrolls  account  for  only  about 
2 per  cent  of  the  AEC’s  budget  and  the  President 
felt  much  more  could  be  saved  by  attacking  the 
other  98  per  cent. 

He  said  the  FA  A was  asked  to  investigate  the 
possibility  of  consolidating  and  possibly  eliminat- 
ing some  “in  flight”  service  stations.  These  sta- 
tions provide  pilots  with  flight  information  while 
they  are  in  the  air. 

Hospital  Expansion  Here  Urged 

Congress  likely  will  be  asked  to  exq)and  more 
than  2/2  times  the  present  198-bed  Phoenix  vet- 
erans hospital  to  care  for  the  influx  of  war-dis- 
abled veterans. 

William  A.  Shaud,  deputy  chief  of  staff  for  the 
Arizona  Disabled  American  Veterans  (DAV), 
said  the  proposal  is  contained  in  a resolution  ex- 
pected to  be  approved  by  delegates  to  the 
group’s  state  convention  later  today  in  Hotel 
Westward  Ho. 

“The  500-bed  hospital  is  needed  because  of 
increasing  numbers  of  patients  requiring  this 
curative  climate,”  Shaud  said. 

He  personally  favors  an  “expanding  hospital” 
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program  whereby  the  staff  could  be  shifted 
north  or  south  as  needs  arise. 

He  said  the  local  VA  hospital  is  taxed  to 
capacity  in  winter  so  that  local  residents,  who 
are  just  as  eligible  for  care,  cannot  get  admission 
to  beds. 

Shaud  suggested  fitting  ailments  to  the  cli- 
mates as  part  of  his  expanding  hospital  program. 

More  and  more  World  War  II  veterans  are 
moving  here,  and  more  of  them  are  needing  hos- 
pitalization, he  noted. 

The  three-day  convention  ends  tomorrow  with 
an  election. 

Texas  Medical  Association  Resolution 
OPPOSITION  TO  THE 
NATIONALIZATION  OF  MEDICINE 

WHEREAS,  the  House  of  Delegates  of  the 
American  Medical  Association  in  June  1963  call- 
ed for  a re-evaluation  of  its  previous  endorse- 
ment of  “bricks-and-mortar”  federal  aid,  and 

WHEREAS,  evaluation  of  the  Public  Health 
Service  Act  (1944)  and  subsequent  additions 
and  amendments  thereto  — beginning  with  Hill- 
Burton  Act  of  1946  and  continuing  through  the 
present  Harris  proposals  ( HR  10041  and  HR 
10042)  — lends  credence  to  the  opinion  that  all 
these  acts  are  part  of  a steadily  evolving  plan 
to  accomplish  the  Nationalization  of  Medicine 
atempted  earlier  by  the  discredited  Wagner- 
Murray-Dingell  bills,  and 

WHEREAS,  the  ruling  of  the  United  States 
Fourth  Circuit  Court  held  that  acceptance  of 
Hill-Burton  funds  by  private  hospitals  puts  such 
hospitals  into  a Federal-State  public  health  pro- 
gram and  makes  them  a part  of  “State  action”; 
therefore 

RESOLVED,  that  the  House  of  Delegates  of 
the  Texas  Medical  Association  hereby  reaffirms 
its  continuing  opposition  to  “bricks-and-mortar” 
federal  aid;  and  further 

RESOLVED,  that  the  House  of  Delegates  of 
the  Texas  Medical  Association  urgently  calls 
upon  the  House  of  Delegates  of  the  American 
Medical  Association  to  thoroughly  re-evaluate  its 
conflicting  stands  regarding  federal  aid  and  to 
come  out  with  a statement  based  on  principle 
in  strict  opposition  to  all  proposals  which  may 
lead  to  the  Nationalization  of  Medicine,  regard- 
less of  the  route  such  proposals  may  take. 
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Baptist  Medical  Center 

HOSPITAL  MEDICAL 
CENTER,  LTD. 


100  E.  FOURTH  ST.  SCOTTSDALE,  ARIZONA 

Adjoining  Scottsdale  Baptist  Hospital 

FAMILY  DOCTOR 

John  A.  Martin  III,  M.D. 

GENERAL  SURGERY 

Boyd  H.  Metcalf,  M.D. 

George  H.  Mertz,  M.D. 

GENERAL  SURGERY  - CANCER 
Herbert  N.  Munhall,  M.D. 

INTERNAL  MEDICINE  & CARDIOLOGY 
John  F.  Currin,  M.D. 

OPHTHALMOLOGY 

Peter  S.  Sykowski,  M.D.,  F.A.C.S. 

ORAL  SURGERY 

Ralph  G.  Peterson,  D.D.S. 

ORTHOPEDIC  SURGERY 
Edward  E.  Conn,  M.D. 

Willard  S.  Hunter,  M.D. 

PATHOLOGY 

Thomas  B.  Jarvis,  M.D. 

Ered  C.  Schoene,  M.D. 

PEDIATRICS 

Carl  A.  Holmes,  M.D. 

PERIODONTIST 

J.  Richard  Loughry,  D.D.S. 

PLASTIC  SURGERY 
Morris  Barton,  M.D. 

THORACIC  CARDIOVASCULAR  SURGERY 
Carl  Impellitier,  M.D. 

UROLOGIC  SURGERY 

Wilfred  M.  Potter,  M.D. 

RADIOLOGY 

M.  Herbert  Nathan,  M.D. 

DENTISTRY 

Lumone  E.  Willmeng,  D.D.S. 

OTHERS 

Joseph  Baranowski,  Counseling  and  Guidance 
Jeff  Blake,  Scottsdale  Dental  Lab 
Jean  Hoffman,  Reg.  Physical  Therapist 
Pharmacy 

Scottsdale  Opticians 

Now  Leasing  — Immediate  Occupancy 

Call  Mr.  Thorner  or  Mrs.  Duecy 
947-5441  - 946-9091 

CR  4-1289  or  945-6694 
(After  6 p.m.) 
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Doctor... 

there  is  a difference  in  life  insurance! 
Read,  compare  and  see  for  yourself! 

Notice  that  no  two  companies  charge  the 
same  rate,  yet  they  all  pay  the  same  amount. 

HBA  LIFE  INSURANCE  COSTS  LESS. 


COMPARISON  CHART  OF  PREMIUMS  FOR  SINGLE  PREMIUM  WHOLE  LIFE  INSURANCE 


AGE  OF 

SINGLE 

SINGLE 

Z:,  SINGLE* 

INSURED 

PREMIUM: 

PREMIUM: 

./^PREMIUM: 

(NEAREST 

$25,000 

$50,000/' 

$100,000 

BIRTHDAY) 

POLICY 

POLICY^^/" 

'^^^POLICY 

HBA 

35 

$10,171.25 

$20,312.50 

$40,595.00 

50 

14,029.75 

28,029.50 

56,029.00 

Company  “N” 

35 

$14,763.50 

$29,527.00 

. $59,054.00 

50 

$18,502.50 

$37,005.00 

$74,010.00 

Company  “M” 

35 

$14,198.50 

$28,397.00 

$56,794.00 

50 

$17,788.25 

$35,576.50 

$71,153.00 

Company  "NY” 

35 

50 

$13,730.75 

$17,466.75 

$27,461.50 

$34,933.50 

, $54,92l0O 
$69,867.00  j 

Company  "E” 

; ''  35-  ■ 

$13,507.00 

$27,014.00 

$54,028.00 

50 

$17,482.25 

$34,964.50 

$69,929.00 

A single  premium  policy  is  one  paid  for  in  a lump  sum.  ONLY  the  HBA  Single  Premium 
Policy  has  a cash  and  loan  value  and  a cash  surrender  value  which  is  equal  to  the  amount 
of  the  premium  at  the  end  of  the  first  year.  For  example,  if  you  surrender  your  policy 
after  the  first  year,  YOU  LOSE  NOTHING  . . . you  get  back  as  much  as  you  paid  in. 

Yes,  Doctor,  there  IS  a difference  in  life  insurance. 

If  you  would  like  a complete  listing  of  compara- 
tive life  insurance  single  premium  rates  contact 
your  nearest  HBA  Life  Insurance  Company  office. 


AND  THEY  GET  IT  TOO! 


PEOPLE  EXPECT  MORE  FROM 


HOME  OFFICE:  FIRST  ST.  AT  WILLETTA  • PHOENIX,  ARIZONA 
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TRAUMA! 


relieves 


pam 


Side  effects:  Although  there  has  been  no  evidence  of  tolerance, 
withdrawal  symptoms  or  excessive  self-medication,  'Sotna'  " 
Compound  and  ‘Soma’  Compound  with  Codeine,  like  other 
central  nervous  system  depressants,  should  be  ijsed  with  cau| 
tion  in  addiction-prone  individuals.  While  codeine  addiction  is 
relatively  rare  and  easily  broken,  the  same  precautions  musk  be 
observed  as  for  any  other  opium  alkaloid,  Nausea,  vot^jiting;  ! 
constipation  and  miosis  are  possible  codeine  side  effects,  shodid 
symptoms  of  hypersensitivity  occur,  discontinuermedi(^tion 


Following  traumatic  injury, 
patient  comfort  can  be  increased 
and  recovery  time  shortened  by 
the  simultaneous  treatment 
of  both  pain  and  muscle  spasm 
with  ‘Soma’  Compound. 


a*  Compound 

200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg. 


Also  available  with  14  gr.  codeine 
as  SOMA®  COMPOUND  with 
CODEINE:  carisoprodol  200  mg., 
acetophenetidin  1 60  mg.,  caffeine 
32  mg.,  codeine  phosphate  16  mg. 
(Warning:  may  be  habit  forming). 


I'  WALLACE  LABORATORIEs/CranfcMry.V.V. 

Pontraindlcatlons:  None  reported. 

Cdmp|ete  product  information  available  in  the  product  package, 
and  td  physicians  upon  request. 

Dosag^:  Usual  dosage  is  1 or  2 tablets  4 times  daily. 

Supplied:  ‘Soma’  Compound  is  available  in  orange,  scored  tab- 
lets; bottles  of  50.  ‘Soma’  Compound  with  Codeine  (narcotic 
order  form  required)  is  available  in  white,  lozenge-shaped  tab- 
lets; bottles  of  50. 


CSO-1054 


\n  Memoriam 


HARRY  L GOSS,  M.D. 
1880-1964 


Arizona  lost  another  of  its  pioneer  physicians 
with  the  death  of  Dr.  Harry  L.  Goss  at  his  home 
in  Phoenix  on  February  13,  1964. 

Dr.  Goss  was  born  on  February  20,  1880  in 
what  was  then  known  as  Peace,  Kansas  but  is 
now  known  as  Sterling,  Kansas.  He  grew  up  in 
that  state,  receiving  his  early  education  there 
and  receiving  the  degree  of  Doctor  of  Medicine 
from  the  Washburn  Gollege  of  Medicine  along 
with  the  University  of  Kansas  in  1910.  He  was 
staff  physician  for  the  Kansas  State  Hospital  for 
the  insane  until  about  1912  when  he  established 
a general  practice  in  Horton,  Kansas.  He  left 
this  practice  to  enter  the  Army  Medical  Gorps 
in  which  he  served  during  World  War  I.  During 
the  service  he  was  sent  to  Gamp  Harry  J.  Jones 
in  Douglas,  Arizona  in  1919  and  was  discharged 
as  a captain  in  the  Medical  Gorps  from  Douglas, 
Arizona  in  1920.  He  brought  his  family  to  Phoe- 
nix, Arizona  in  the  same  year  and  established  a 
practice  in  radiology  and  clinical  pathology  with 
his  office  and  laboratories  in  the  Ellis  Building 
at  Second  Avenue  and  West  Monroe.  He  moved 
into  new  offices  on  West  McDowell  Road  in 
Phoenix  a few  years  before  his  retirement  in 
1957. 

In  1912,  Dr.  Goss  married  Miss  Grace  Jenkins 
and  two  sons  were  born  into  the  family,  the 
older  one.  Bill,  now  living  in  Denver  and  the 
younger,  Harry,  now  an  attorney  in  Phoenix. 

Dr.  Goss  practiced  his  chosen  profession  with 
a quiet  dignity  and  dedication.  He  was  not  a 
“joiner”  in  the  usual  sense  but  did  join  in  and 
work  with  those  organizations  in  which  he  felt 
he  could  be  of  real  service.  He  was  a member 
of  his  county  and  state  medical  societies,  a 
charter  member  of  the  Arizona  Radiological 
Society  and  a member  of  the  American  Medical 
Association.  During  his  medical  practice  in 


Phoenix  his  services  as  an  expert  medical  wit- 
ness were  highly  valued  and  he  was  frequently 
called  in  this  capacity. 

Outside  the  medical  field,  his  interests  were 
varied.  He  was  an  active  member  of  the  Pres- 
byterian Ghurch  and  in  his  earlier  years  both 
he  and  Mrs.  Goss  sang  in  the  choir.  He  has  held 
membership  in  the  Kiwanis  Glub,  the  Y.M.G.A. 
and  served  for  a number  of  years  as  a member  of 
the  Sheriffs  Posse  of  Maricopa  Gounty.  He  was 
very  fond  of  sports  including  baseball,  football, 
boxing  and  hunting  and  in  his  earlier  years, 
participated  in  a number  of  them.  Because  of  his 
firm  conviction  that  every  boy  should  be  taught 
how  to  safely  handle  a gun,  he  spent  many  hours 
with  his  own  sons  in  target  practice  and  hunting 
activity. 

His  love  of  woodworking  as  a hobby  provided 
him  many  hours  of  comfort  and  useful  diversion 
after  his  retirement.  The  beautiful  products  of 
this  hobby,  lamps,  magazine  stands,  cradles, 
other  articles  of  furniture,  bore  testimony  to  his 
passion  for  perfection.  Every  curve  is  carefully 
carved,  every  joint  is  perfectly  fitted  and  every 
piece  of  wood  is  beautifuly  finished  and  care- 
fully placed  to  show  forth  its  maximum  beauty. 
There  is  something  symbolic  and  significant 
about  this  for  his  whole  life  was  like  that.  He 
sought  no  fame  or  self-aggrandizement  and  few 
of  his  friends  ever  knew  he  received  a citation 
from  the  University  of  Arizona  for  his  outstand- 
ing work  in  medicine.  His  chief  concern  seemed 
to  be  that  his  work  would  be  good  and  accept- 
able and  so  it  was. 

He  will  be  missed.  His  life  on  earth  has  been 
lived  but  the  challenge  and  the  inspiration  of 
that  life  still  lives  and  walks  among  us. 

R.  Lee  Foster,  M.D. 
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In  Memoriam 


Thomas  S.  Coilings,  Sr.,  M.D. 

1915-1964 


Dr.  Coilings  was  born  in  Philadelphia,  Penn, 
on  May  4,  1915.  As  a small  boy  he  moved  with 
his  family  to  Riverton  and  Moorestown,  New 
Jersey.  There  he  attended  grade  school  at 
Friends  Meeting  Schools.  He  graduated  cum 
laude  from  The  Hill  School,  Pottstown,  Penn, 
in  1933,  here  he  won  the  Colgate  Cup  for  de- 
bating and  was  manager  of  the  baseball  team. 
He  graduated  Magna  Cum  Laude  from  Prince- 
ton University  in  1937.  He  was  salutatorian  of 
his  class  and  was  elected  to  Phi  Beta  Kappa.  His 
great  interest  was  in  the  classics  and  he  received 
a teaching  fellowship  in  Latin  and  Greek  at  the 
Graduate  School  of  Princeton  University.  A re- 
markable aspect  of  his  college  achievement  was 
that  he  accomplished  it  on  scholarships  and 
while  holding  extra-curriculum  positions  on  cam- 
pus. He  gave  up  the  fellowship  after  three 
months  to  enter  the  University  of  Chicago  for 
premedical  work.  He  then  entered  and  attended 
for  four  years  the  University  of  Pennsylvania 
Medical  School,  also  on  a scholarship,  from 
which  he  received  his  MD  degree  in  1942.  He 
then  received  an  appointment  to  the  Philadel- 
phia General  Hospital  for  his  internship,  an  hon- 
or also  as  these  appointments  were  very  difficult 
to  receive  at  this  time. 

He  entered  the  Army  Medical  Corps  in  1943 
and  served  with  the  420th.  Medical  Collecting 
Company  at  Camp  Carson,  Colorado,  Camp 
Roberts,  California,  Fort  Penning,  Georgia  and 
Camp  Rucker,  Alabama,  during  which  time  he 
was  attached  to  the  607th.  Field  Artillery  Bat- 


talion. He  served  overseas  a year  in  the  Nor- 
mandy Campaign  with  the  Collecting  Company 
being  caught  in  the  Battle  of  the  Bulge  and  go- 
ing on  through  to  the  Elbe  River,  even  in  to 
Berlin  for  a brief  moment.  He  was  attached  to 
the  9th.  and  7th.  Armies,  Patton’s  3rd.  Army  and 
82nd.  Airborn  Division.  He  received  the  Victory 
Medal,  American  Campaign  Medal,  European 
African  Middle  Eastern  with  two  Battle  Stars. 

When  he  returned  home,  he  was  most  fortu- 
nate in  receiving  an  appointment  as  pediatric 
resident  at  the  Philadelphia  General  Hospital 
from  1947-1949  with  an  additional  six  months 
at  the  iVIunicipal  Hospital  for  contagious  disease. 
He  served  on  the  pediatric  staff  of  the  Philadel- 
phia General  Hospital,  Presbyterian  Hospital 
and  iMisericordia  Hospitals  from  1950-1956. 

He  was  also  active  in  boy  scouting  and  served 
as  their  physician  in  his  area.  He  was  also  a 
member  of  the  Philadelphia  County  Department 
of  Education-school  district.  He  taught  the 
nurses  at  the  Presbyterian  Hospital.  He  came 
West  in  1956  and  was  on  the  pediatric  staff  of 
The  Good  Samaritan  Hospital  and  St.  Joseph’s 
Hospital  before  joining  the  staff  of  the  Phoenix 
Indian  Hospital  in  1960. 

He  was  married  March  29,  1941  to  the  former 
Harriet  Patricia  Devoe  of  New  York  City  and 
had  a daughter,  four  sons  and  a grandson:  Pa- 
tricia Coilings  Curtis,  Tom,  Jr.,  Joseph  Lane,  HI, 
F.  William  Devoe  Coilings,  Aldan  Dc^’oe  Col- 
lings  and  the  grandson,  Kevin  Blayney  Curtis. 

Robert  Z.  Coilings,  Jr. 
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WHY DOES ONE 
ANTIBIOTIC  GIVE  UP 
TOf^ EXTRA  DAYS’ 
ACTIVITY? 


Because  it  is  more  resistant  to  disintegration,  has  a lower  renal  clearance  rate  than  earlier 
tetracyclines' ..  .a  favorable  depot  effect  resulting  from  protein  binding  and  greater  mg. 
potency ..  .all  giving  higher,  sustained  in  vivo  activity  which  continues  long  after  the 
last  dose.  ^ 

DECLOMYCIN 

DEMETHYLCHLOKTETRACYCLINE  HCl 

Effective  in  a wide  range  of  everyday  infections  — respiratory,  urinary  tract  and  others  — in  the  young  and  aged— the 
acutely  or  chronically  ill— when  the  offending  organisms  are  tetracycline-sensitive. 

Side  Effects  typical  of  tetracyclines  which  may  occur:  glossitis,  stomatitis,  proctitis,  nausea,  diarrhea,  vaginitis,  derma- 
titis, overgrowth  of  nonsusceptible  organisms.  Also:  photodynamic  reaction  (making  avoidance  of  direct  sunlight  advis- 
able) and,  very  rarely,  anaphylactoid  reaction.  Reduce  dosage  in  impaired  renal  function.  The  possibility  of  tooth 
discoloration  during  development  should  be  considered  in  administering  any  tetracycline  in  the  last  trimester  of  preg- 
nancy, in  the  neonatal  period,  and  in  early  childhood.  Capsules,  150  mg.  and  75  mg.  of  demethylchlortetracycline  HCl. 
Average  Adult  Daily  Dosage:  150  mg.  q.i.d.  or  300  mg.  b.i.d.  1.  Kunin,  C.  M.;  Dornbush,  A.  C.,  and  Finland,  M.:  Distribu- 
tion and  Excretion  of  Four  Tetracycline  Analogues  in  Normal  Young  Men.  J.  din.  Invest.  38:1950  (Nov.)  1959. 

LEDERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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Arizona  Medical  Association  Reports 


0 

9 

In  your  busy  night-and-day 

preoccupation  with  other 

people’s  lives,  it  is  very  diffi- 

cult for  you  to  find  time  to 

, 

# 

think  about  your  own  future. 

il- 

Yet  face  it  you  must  for  the 

# 

sake  of  your  family. 

If' 

We  urge  you  to  join  with 

# 

our  many  other  friends  and 

customers  of  the  medical  pro- 

4 

fession,  and  arrange  for  a visit 

# 

— with  your  lawyer  — to  our 

Trust  Department. 

♦ : 
■# 

Discuss  your  estate  plans  in 

'■W 

■# 

detail.  Let  an  experienced 

Trust  Officer  show  you  how  the 

€ 

group-judgment  of  specialists 

in  the  Trust  field  will  insure 

■#: 

your  estate  being  handled 

soundly,  economically  — and 

'0^ 

to  the  letter  of  your  Will. 

♦ 

RESOURCES  $900  MILLION 

MEMBER  FEDERAL  DEPOSIT  INSURANCE  CORPORATION 


MEDICAL  ECONOMICS  COMMITTEE 

Meeting  of  the  Medical  Economics  Committee  of  The 
Arizona  Medical  Association,  Inc.  held  Wednesday, 
April  8,  1964, 

Present  ROLL  CALL 

Drs.  Brewer,  W.  Albert,  President-elect;  Chesser,  Ian 
M.,  Chairman;  Eisenbeiss,  John  A.;  Henderson,  Charles 
E.,  Secretary;  Herzberg,  Benjamin. 

Staff 

Alessrs.  Boykin,  Paul  R.,  Assistant  E.xecutive  Secre- 
tary; Caipenter,  Robert,  Executive  Secretary;  Robinson, 
Bruce  E.,  Executive  Assistant. 

Guest 

Colonel  Frank  E.  Stillman,  Jr.,  Executive  Officer, 
Office  for  Dependents’  Medical  Care,  Denver,  Colorado. 
Excused 

Drs.  Blute,  Jr.,  James  F.;  Phillips,  Melvin  W.;  Steen, 
William  B.,  President. 

MINUTES 

The  Chairman,  Doctor  Chesser  introduced  Colonel 
Frank  E.  Stillman,  Jr.,  Executive  Officer  for  the  Office 
for  Dependents’  Medical  Care,  to  the  members  in  at- 
tendance and  Colonel  Stillman  was  requested  to  say  a 
few  words  relative  to  his  visitation. 

Colonel  Stillman’s  comments  included  but  were  not 
limited  to  the  fact  that  while  the  ratio  for  enlisted  men 
versus  commissioned  officers  throughout  the  country 
is  ten  to  one,  in  Arizona,  the  commissioned  officers  and 
enlisted  men  ratio  is  13.6%  by  87.4%;  that  hospital  ad- 
missions in  the  dependents’  medical  care  program  in  Ari- 
zona in  1963  were  dependents  of  officers  17%  and  de- 
pendents of  enlisted  men  83%;  that  Arizona  is  the  fif- 
teenth highest  state  in  medical  claims  paid  and  about 
average  from  that  standpoint. 

In  1963  in  round  figures,  one  million  dollars  was  paid 
to  hospitals  and  physicians  and  about  equally  divided; 
that  the  weighted  income  figures  relative  to  military  per- 
sonnel includes  salary,  housing  allowances,  rations  and 
incidentals,  such  as  flight  pay,  etc.  but  does  not  include 
reduction  in  cost  through  PX  provisions,  health  insurance 
costs,  working  wives  and  “moonlighting.” 

Considerable  discussion  was  held  between  all  mem- 
bers of  the  committee  and  Colonel  Stillman  relative  to 
the  basis  of  the  request  by  ODMC  that  the  fee  schedule 
be  lowered  for  Arizona,  with  the  committee  responding 
with  reasonable  assurances  as  to  the  necessity  of  main- 
taining minimally  the  previous  fee  schedule  in  effect. 
Colonel  Stillman  indicated  that  he  would  recommend 
continuance  of  the  present  fee  schedule  if  the  commit- 
tee will  “give  me  some  facts”  to  support  the  contention 
of  the  committee  tliat  the  fees  for  private  patients  witli 
similar  incomes  are  not  lower  than  medicare  paid  al- 
lowances and  re(juesting  response  as  early  as  possible. 

The  committee  determined  to  accept  and  refer  to  its 
Board  of  Directors  for  action.  Colonel  Stillman’s  recom- 
mendation of  continuance  of  the  present  fee  schedule 
for  the  dependents’  medical  care  contract  currentK-  in 
effect. 

Meeting  adjourned  at  10:05  P.  M. 

Charles  E.  Henderson,  M.  D. 

Seeretar\' 


June,  1964 
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Topics  of  Current  Medical  Interest 


1964  Annual  Meeting 


Doctor  Clare  Johnson 
at  the  Luau  with  his 
wife,  Mary  Anne,  on  the 
left,  outgoing  president 
of  the  Woman’s  Auxiliary 
to  ArMA  and  Patty  Lee, 
regional  vice  president  of 
the  Woman’s  Auxiliary  to 
AMA. 


J^owli 


,ng 


a 


ournamcnt 


Participating  in  the  Annual  Bowling  Tourna- 
ment associate  with  the  annual  meeting  of 
ArMa  were  the  following  Doctors:  Art  Dudley, 
Warren  Eddy,  Charles  Van  Epps,  Earl  Baldwin, 
Bob  Antos,  Erank  Eisenhardt,  Gar  Wood,  Alax 
Palmer  and  Jim  Anderson.  Also  Howard  Hedges 
and  Paul  Boykin.  Woman’s  Auxiliary  members 
adding  to  the  roster  were  Alice  Anderson,  Debby 
Eisenhardt,  Zeta  Palmer  and  Helen  Sitterly. 

The  tournament  was  held  on  April  30  at  the 
Bancb  Lanes  in  Chandler. 

Those  who  took  home  trophies  included  all  of 
the  ladies  as  well  as  Doctors  Palmer,  Eisenhardt, 
Wood,  Dudley,  Eddy,  Anderson,  Baldwin  and 
Antos. 

Doctor  Charles  Van  Epps  served  as  tourna- 
ment chairman. 


Outgoing  president  of 
ArMA  Doctor  Bill  Steen, 
second  from  left  seen 
ehatting  at  the  Luau  with 
Doctor  A.  J.  Ochsner  of 
Yuma,  Richard  G.  Lay- 
ton,  field  representative 
of  the  American  Political 
Action  Committee,  and 
Doctor  Monte  DuVal, 
Dean  of  the  College  of 
Medicine  at  the  Univer- 
sity of  Arizona. 
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Topics  of  Current  Medical  Interest 


One  of  the  interesting  scientific  exhibits  being  viewed 
at  the  Annual  Meeting  by  students  from  the  Southwest- 
ern Preparatory  Sehool. 


GOLF  WINNERS 

A total  of  47  doctors  participated  in  the  an- 
nual golf  tournament  at  Chandler  during  the 
73rd  Annual  Aleeting  of  ArMA  at  the  San  Mar- 
cos golf  course. 

Chairman  Jack  Zeluff  presented  trophies  and 
awards.  Recognition  was  given  to  the  follow- 
ing doctors:  Jim  O’Hare  received  the  award 
for  the  wettest  golfer  (it  must  have  been 
a deep  pond!);  Ken  Johnson  was  honored  for 
having  the  highest  score  and  presented  the  Ross 
Laboratories  trophy;  Bob  Leonard  won  the  driv- 
ing contest;  Ben  Axel  was  closest  to  the  hole  on 
the  eighth  green  and  Seymour  Shapiro  was  clos- 
est to  the  hole  on  the  13th.  For  never  receiving 
a prize  in  a golf  tournament  Jack  Brooks  was 
awarded  a new  ball,  courtesy  of  the  chairman. 
Bob  Bullington  was  honored  for  the  lowest  net 
with  club  handicap.  Winners  in  low  net  compe- 
tition were  Tim  Louis,  first;  Jack  Zeluff,  second; 
and  Tom  Read,  third.  First  place  trophy  in  the 
low  gross  scoring  was  Tom  McMhlliams  with 
Warren  Colton,  second;  and  Martin  Kleckner, 
third. 


Whether  you're  a teacher  correcting  exams.  A student  cramming  for  them,  A housewife 
cleaning  up  after  the  kids.  Or  a businessman  working  late  at  night.  Whoever  you  are, 

things  go  better  when  you  pause  and  refresh  with  ice-cold  Coca-Cola, 

« • 
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The  Board  of  Medical  Examiners  of  the  State 
of  Arizona,  at  a regular  meeting  held  Satur- 
day, January  18,  1964,  issued  certificates  to  prac- 
tice medicine  and  surgery  in  this  State,  to  the 
following  doctors  of  medicine : 

Aguilar,  Jorge  Vazquez  (GP),  4857  East  24th 
St.,  Tucson,  Arizona. 

Angelchik,  Jean  (S),  2040  W.  Bethany  Home 
Rd.,  Phoenix,  Arizona. 

Badilla,  Ramon  Alberto  Marquez  (GP),  544 
South  Sixth  Ave.,  Tucson,  Arizona. 

Bascom,  George  William  (1),  Elgin,  Arizona. 
Bloomenthal,  Ernest  David  (GS),  104  S. 
Michigan  Ave.,  Ghicago  3,  Illinois. 

Bushard,  Wilfred  Joseph  (OPH),  849  Medi- 
cal Arts  Bldg.,  Minneapolis  2,  Minn. 

Gahoon,  Stuart  Newton  (P),  1481  South  King 
St.,  Honolulu  14,  Hawaii. 

Gata-Balais,  Gabriel  Luis  (GHP),  1415  N. 
Eremont  Ave.,  Tucson,  Arizona. 

Gerna,  Peter  Joseph  (ALR),  1308  South 
Bristol,  Tucson,  Arizona. 

Gharney,  Stanton  Mel  (OPH),  2800  S.  Ellis 
Ave.,  Ghicago,  Illinois. 

Ghermak,  Erancis  Gordon  (GP),  444  - 4th  St., 
International  Falls,  Minnesota. 

Ghristy,  John  Roger  (GP),  938  West  33rd  St., 
Erie,  Pennsylvania. 

Glemenger,  Allan  Keith  (OBG),  3813  East 
Pasadena  Ave.,  Phoenix  18,  Arizona. 

Gorbin,  Jr.,  Gharles  (P),  Vanderbilt  Univer- 
sity Hospital,  Nashville,  Tennessee. 

Gorrado,  Albert  Guy  (A),  Medical  Arts  Bldg., 
Richland,  Washington. 

George,  Robert  Ellis  (GP),  1417  Highland 
Way,  Gorvallis,  Oregon. 

Goodman,  Gerald  Neil  (GP),  Wadsworth 
General  Hospital,  Los  Angeles  25,  Galifornia. 

Grabb,  Samuel  Jose  (U),  6142  East  Oak  St., 
Tucson,  Arizona. 

Greason,  Thomas  Loftus  (NP),  677  Broad 
St.,  Providence,  Rhode  Island. 

Hohner,  Joseph  John  (GP),  Box  119,  Route 
1,  Antioch,  Illinois  60002 
Horwitz,  Bernard  ( GP-Proctology ) , 4753 

North  Broadway,  Ghicago  40,  Illinois. 

Huneke,  John  Willard  (OPH),  Gharity  Hos- 
pital of  Louisiana,  New  Orleans  25,  Louisiana. 

Hyde,  Robert  Logan  (GP),  1616  Main  St., 
Florence,  Arizona. 


Topics  of  Current  Medical  Interest 

Hyland,  John  Edward  Patrick  (D),  Student 
Health  Service,  ASU,  Tempe,  Arizona. 

JAEFE,  Jacob  (GP),  501  Fox  Bldg.,  Detroit  1, 
Michigan. 

Johnson,  Leonard  Morris  (S-GP-PD),  1235 
West  Main  St.,  Smethport,  Pennsylvania. 

Jones,  Harold  William  (GP),  2417  Pierce, 
Sioux  Gity,  Iowa. 

Kehle,  a.  Paul  (OBG),  Good  Samaritan  Hos- 
pital, Phoenix  6,  Arizona. 

Lundgren,  Edward  Steven  (S),  45  Briar 
Road,  Golf,  Illinois. 

Lynn,  Hugh  Bailey  (PdS),  Mayo  Glinic,  Ro- 
chester, Minnesota. 

Matron,  Pierre  Etienne  Emmanuel  (Path), 
Alaricopa  Gounty  Hospital,  Phoenix,  Arizona. 

Morris,  HI,  John  William  (R),  1550  E.  Indian 
School  Road,  Phoenix,  Arizona. 

Morse,  James  Arthur  (GS),  4831  Hardwick 
Suite  102,  Lakewod,  Galifornia. 

Moss,  Harold  Krieger  (I),  210  Wm.  Howard 
Taft  Road,  Gincinnati  19,  Ohio. 

Neal,  Jr.,  Marcus  Pinson  (R),  Box  151  M.G.V. 
Station,  Richmond  19,  Virginia. 

Nickas,  George  Michael  (I),  .350  West  Thom- 
as Road,  Phoenix,  Arizona. 

Noon,  Matthew  Joseph  (G),  1822  East  Luke 
Ave.,  Phoenix  16,  Arizona. 

Raulot-LaPointe,  Jacques  (GP-R),  1518 

West  Windsor  Ave.,  Phoenix,  Arizona. 

Sacca,  Joseph  Domenick  (A-GM),  4668  Hol- 
lis Gourt  Blvd.,  Flushing,  N.Y.  11.358 

ScHALLER,  Glarence  Henry  (GP),  7.5.50  North 
16th  St.,  Phoenix,  Arizona. 

ScHATTNER,  Allen  Stanley  (GP),  604  West 
North  Ave.,  Pittsburgh  12,  Pennsylvania. 

Tidwell,  Robert  Austin  ( Pd-PdG ) , 738  Broad- 
way, Seattle  22,  Washington. 

Titche,  Leon  Lazarus  (ALR),  VA  Hospital, 
Tucson,  Arizona  85713 

Vetromile,  Gerard  A.  (OPH),  .52  First  St., 
Garden  Gity,  Long  Island,  N.Y. 

Waters,  Darwin  Diehl  (ANES),  .3.302  Not- 
tingham Way,  Madison  13,  Wisconsin. 

Weissman,  Burton  Edwin  (GP),  9801  35th 
Place,  Phoenix,  Arizona. 

Wilcox,  William  Gurtis-Nash  (1),  Veterans 
Administration  Hospital,  Tucson,  Arizona. 

Wood,  Richard  Allen  (GP),  2190  Peralta 
Boulevard,  Fremont,  Galifornia. 

ZuNiN,  Leonard  Martin  (P),  1441  Westgate, 
Apt.  7,  Los  Angeles  25,  Galifornia. 
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AH  day  long 

. . . keeps  the  patient  calm, 
and  the  mind  clear. 


AH  night  too 

. . . aids  restful  sleep,  with 
no  barbiturate  hangover. 


MEPROSPAIM-400 

(MEPROBAMATE  400  MG.  SUSTAINED  RELEASE] 

Simplified,  conve?iient  dosage  for  emotional  relief. 


Side  effects:  ‘Meprospan’  (meprobamate,  sustained  release) 
is  remarkably  free  of  untoward  reactions.  Daytime  drowsiness 
has  not  been  reported.  Rare  allergic  or  idiosyncratic  reactions 
may  occur,  generally  developing  after  1-4  doses  of  the  drug. 

Contraindications:  Previous  allergic  or  idiosyncratic  reactions 
to  meprobamate  contraindicate  subsequent  use. 

Precautions:  Should  administration  of  meprobamate  cause 
drowsiness  or  visual  disturbances,  the  dose  should  be  reduced. 
Operation  of  motor  vehicles  or  machinery  or  other  activity 
requiring  alertness  should  be  avoided  if  these  symptoms  are 
present.  Effects  of  excessive  alcohol  may  possibly  be  increased 
by  meprobamate.  Prescribe  cautiously  and  in  small  quantities 


to  patients  with  suicidal  tendencies.  Massive  overdosage  may 
produce  lethargy,  stupor,  ataxia,  coma,  shock,  vasomotor  and 
respiratory  collapse.  Consider  possibility  of  dependence,  par- 
ticularly in  patients  with  history  of  drug  or  alcohol  addiction; 
withdraw  gradually  after  prolonged  use  at  high  dosage. 

Complete  product  information  available  in  the  product  pack- 
age, and  to  physicians  upon  request. 

Usual  adult  dosage:  One  400  mg.  capsule  or  two  200  mg. 
capsules  at  breaHast;  repeat  with  evening  meal. 

Supplied:  ‘Meprospan’-400  (meprobamate  400  mg.),  ‘Mepro- 
span’-200  (meprobamate  200  mg.),  each  in  sustained-release 
capsules.  Both  potencies  in  bottles  of  30. 


CME-805 


WALLACE  LABORATORIES  Cranbury,  N.  J. 


May  8,  1964 

Mr.  Richard  L.  Durbin,  Administrator 
Tucson  Medical  Center 
Post  Office  Box  6067 
Tucson,  Arizona  85716 

Dear  Mr.  Durbin: 

Thank  you  for  your  answer  to  my  letter  re- 
garding your  paper  “Is  It  Possible  To  Have 
Health  Without  Welfare?”  {Arizona  Medicine, 
February,  1964). 

You  state  that  the  King-Anderson  Bill  is 
“.  . . a sizeable  step  towards  benefits  throughout 
the  full  range  of  medical  services.”  I would  dis- 
agree with  this  and  rather  eonsider  it  a sizeable 
step  toward  ultimate  federal  control  of  patients, 
doctors  and  your  hopsital.  To  compel  all  the 
people  to  partieipate  in  any  program  needed  by 
a few  is  to  approve  a philosophy  that  must  lead 
ultimately  to  collective  passivity  in  place  of  in- 
dividual activity.  If  one  is  not  permitted  to  as- 
sume the  responsibility  for  his  own  medical  care 
he  will  eventually  bandon  his  responsibility  in 
all  other  areas. 

Thank  you  for  your  interest  in  Arizona  Medi- 
cine. 

Sincerely  yours, 

ARIZONA  MEDICINE 
Robert  F.  Lorenzen,  M.  D. 

Editor 

RL:jw 

Ed.  note  — Mr.  Durbins  letter  and  other  re- 
lated correspondence  appear  in  the  May  issue  of 
Arizona  Medicine. 

Ophthalmologists  Elect  Officers 

The  Arizona  Ophthalmological  Society  held 
its  annual  meeting  Saturday,  May  2nd,  at  the 
San  Marcos  Hotel  in  Chandler. 

Guest  speaker  for  the  occasion  was  Dr.  Bayard 
Colyear,  Jr.,  of  San  Francisco  who  spoke  on  “Re- 
tinal Detachments.”  The  afternoon  scientific  ses- 
sion was  followed  by  a business  meeting,  social 
hour^  and  dinner. 

Doctor  Oscar  W.  Thoeny  of  Phoenix  handed 
over  the  president’s  gavel  to  Doctor  C.  Truman 
Davis  of  Mesa.  Named  president-elect  was  Doc- 
tor Emery  E.  Royce  of  Tucson.  Doctor  James  P. 
Calkins,  also  of  Tucson,  was  elected  secretary- 
treasurer. 


Correspondence 

May  12,  1964 

Robert  F.  Lorenzen,  M.D. 

Editor,  ARIZONA  MEDICINE  Journal 
Box  128 

Scottsdale,  Arizona 
Dear  Dr.  Lorenzen: 

I have  your  letter  of  May  8th  and  appreciate 
your  reply.  I would  like  to  say  that  I am  still 
misunderstood  on  this.  The  only  point  that  I 
am  trying  to  make  is  the  wide  range  of  benefits 
that  is  proposed  in  the  King-Anderson  Bill  as 
a step  towards  providing  comprehensive  care. 
However,  I disagree  thoroughly  with  the  other 
features  of  this  bill  and  agree  with  your  theory 
that  responsibility  must  be  maintained  by  the 
individual  for  supplying  his  medical  needs  to 
the  maximum  he  can  afford.  As  far  as  King- 
Anderson  is  concerned,  it  has  none  of  these 
built-in  assurances  that  the  individual  will  par- 
ticipate in  financing  his  medical  care. 

To  reiterate,  I feel  that  all  pre-payment  plans, 
regardless  of  their  method  of  financing,  should 
encourage  prepaid  benefits  for  hospital  eare, 
outpatient  care,  doctor’s  office  visits,  and  emer- 
gency care,  and  that  the  person  should  seek 
medical  care  where  it  is  most  easily  — financial- 
ly and  physically  — available,  and  not,  like  Blue 
Cross,  be  forced  to  enter  a hospital  in  order  to 
have  financial  coverage. 

My  only  point  is  that  King-Anderson  recog- 
nizes that  payment  should  be  made  to  hospitals 
and  nursing  homes,  but  after  that,  it  is  not  an 
adequate  or  acceptable  bill  for  financing  health 
care  for  any  group. 

Thanks  again  for  your  reply. 

Sincerely, 

Richard  L.  Durbin 
Administrator 

Seven  National  Crimes 

1.  I don’t  Think. 

2.  I don’t  Know. 

3.  I don’t  Care. 

4.  I am  too  Busy. 

5.  I leave  well  enough  alone. 

6.  I have  no  time  to  read  and  find  out. 

7.  I am  not  interested. 

Are  You  Guilty? 

(From  the  February,  1964  issue  of  the  Voice 
of  Safety  put  out  by  the  Maricopa  Safety  Coun- 
cil. ) 
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Directory 

THE  ARIZONA  MEDICAL  ASSOCIATION.  INC. 
Organized  1892  P-  O.  Box  128 

Scottsdale,  Arizona 

OFFICERS  AND  DIRECTORS 
1964-6.5 

W.  Albert  Brewer,  M.D President 

2021  N.  Central  Ave.,  Phoenix,  Arizona 

James  E.  O’Hare,  M.D President-elect 

1613  N.  Tucson  Blvd.,  Tucson,  Arizona 

Paul  B.  Jarrett,  M.D Vice  President 

2021  N.  Central  Ave.,  Phoenix,  Arizona 

Charles  E.  Henderson,  M.D Secretary 

7.53  E.  McDowell  Rd.,  Phoenix,  Arizona 

Arthur  V.  Dudley,  Jr.,  M.D Treasurer 

1524  N.  Norton  Ave.,  Tucson,  Arizona 

Walter  Brazie,  M.D Speaker  of  the  House 

P.  O.  Box  631,  Kingman,  Arizona 

Robert  F.  Lorenzen,  M.D Editor-in-Chief 

550  W.  Thomas  Rd.,  Phoenix,  Arizona 

Lindsay  E.  Beaton,  M.D Delegate  to  AMA 

123  S.  Stone  Ave.,  Tucson,  Arizona 

Deimont  W.  Melick,  M.D Delegate  to  AMA 

909  E.  Brill  St.,  Phoenix,  Arizona 

William  B.  Steen,  M.D Alternate  Delegate  to  AMA 

116  N.  Tucson  Blvd.,  Tucson,  Arizona 

Daniel  T.  Cloud,  Jr.,  M.D Alternate  Delegate  to  AMA 

2021  N.  Central  Ave.,  Phoenix,  Arizona 

DISTRICT  DIRECTORS 

Richard  O.  Flynn,  M.D Central  District 

2210  S.  Mill  Ave.,  Tempe,  Arizona 

W.  Shaw  McDaniel,  M.D Central  District 

461  W.  Catalina  Dr.,  Phoenix,  Arizona 

Robert  A,  Price,  M.D Central  District 

3602  N.  15th  Ave.,  Phoenix,  Arizona 

Noel  G.  Smith,  M.D Central  District 

3614  N.  15th  Ave.,  Phoenix,  Arizona 

Ashton  B.  Taylor,  M.D Central  District 

461  W.  Catalina  Dr.,  Phoenix,  Arizona 

Arnold  H.  Dysterheft,  M.D Northeastern  District 

McNary  Hospital,  McNary,  Arizona 

Hugh  E.  Dierker,  M.D Northwestern  District 

505  N.  Beaver  St.,  Flagstaff,  Arizona 

Thomas  W.  Jensen,  M.D Southeastern  District 

702  - 8th  Ave.,  Safford,  Arizona 

Philip  G.  Derickson,  M.D Southern  District 

744  N.  Country  Club  Rd.,  Tucson,  Arizona 

Richard  L.  Dexter,  M.D Southern  Disttict 

116  N.  Tucson  Blvd.,  Tucson,  Arizona 

Hermann  S.  Rhu,  Jr.,  M.D Southern  District 

5th  St.  & Alvernon  Way,  Tucson,  Arizona 

Howard  W.  Finke,  M.D Southwestern  District 

Magma  Hospital,  Superior,  Arizona 

DIRECTOR  AT  LARGE 

William  B.  Steen,  M.D Past  President 

116  N.  Tucson  Blvd.,  Tucson,  Arizona 

COMMITTEES  - 1964-65 

NOTE:  The  President,  President-elect  and  Secretary  are  ex-officio 
members  of  all  committees  unless  otherwise  specified. 
ARTICLES  OF  INCORPORATION  & BY-LAWS  COMMITTEE: 
Walter  Brazie,  M.D.,  Chairman  (Kingman) 

BENEVOLENT  & LOAN  FUND  COMMITTEE:  Daniel  T.  Cloud, 
Jr.,  M.D.,  Chairman  (Phoenix) 

CENTRAL  OFFICE  ADVISORY  COMMITTEE:  Arthur  V.  Dud- 
ley, Jr.,  M.D.,  Chairman  (Tucson) 

EXECUTIVE  COMMITTEE:  W.  Albert  Brewer,  M.D.,  Chairman 
(Phoenix) 

GRIEVANCE  COMMITTEE:  William  B.  Steen,  M.D,,  Chairman 
(Tucson) 

HISTORY  & OBITUARIES  COMMITTEE:  John  W.  Kennedy, 
M.D.,  Chairman  (Phoenix) 

INDUSTRIAL  RELATIONS  COMMITTEE:  John  H.  Ricker,  M.D., 
Chairman  (Phoenix) 

LEGISLATIVE  COMMITTEE:  Jesse  D.  Hamer,  M.D.,  Chairman 
(Phoenix) 

MEDICAL  ECONOMICS  COMMITTEE:  Ian  M.  Chesser,  M.D., 
Chairman  (Tucson) 

PROCUREMENT  & ASSIGNMENT  COMMITTEE:  Joseph  M. 

Greer,  M.D.,  Chairman  (Phoenix) 

PROFESSIONAL  COMMITTEE:  Jack  E.  Brooks,  M.D.,  Chair- 
man (Phoenix) 

PUBLIC  RELATIONS  COMMITTEE:  James  E.  O’Hare,  M.D., 
Chairman  (Tucson) 

PUBLISHING  COMMITTEE:  Robert  F.  Lorenzen,  M.D.,  Chair- 
man (Phoenix) 

SCIENTIFIC  ASSEMBLY  COMMITTEE:  Richard  L.  Dexter, 

M.D.,  Chairman  (Tucson) 


COUNTY  MEDICAL  SOCIETY  OFFICERS  FOR  1964 

APACHE:  Ira  L.  Casey,  M.D.,  President,  Box  299,  Springerville; 
Jack  I.  Mowrey,  M.D.,  Secretary,  McNary  Hospital,  McNary. 

COCHISE:  Harry  C.  Smith,  M.D.,  President,  640  — 10th  St., 
Douglas;  Raymond  Grossman,  M.D.,  Secretary,  610  — 9th 
St.,  Douglas. 

COCONINO:  George  H.  Yard,  M.D.,  President,  206  W.  Hunt 
Ave.,  Flagstaff;  Leo  J.  Ankenbrandt,  M.D.,  Secretary,  2725 
E.  Lakin  Dr.,  Flagstaff. 

GILA:  Thomas  F.  Moore,  M.D.,  President,  P.  O.  Box  1207, 
Miami;  Bert  E.  Lambrecht,  M.D.,  Secretary,  Box  1837, 
Miami. 

GRAHAM:  Frederick  W.  Knight,  M.D.,  President,  618  Central 
Avenue,  Safford;  Robert  B.  Patterson,  M.D.,  Secretary, 
503  Fifth  Avenue,  Safford. 

GREENLEE:  Hugh  LaMaster,  M.D.,  President,  Box  1597,  Clifton; 
Charles  B.  Daniell,  M.D.,  Secretary,  Morenci  Hospital, 
Morenci. 

MARICOPA:  Wallace  A.  Reed,  M.D.,  President,  222  West  Osbom 
Rd.,  Phoenix;  Clifford  E.  Ernst,  M.D.,  Secretary,  909  E. 
Brill  St.,  Phoenix. 

(Society  Office  — 2025  N.  Central  Avenue,  Phoenix) 

MOHAVE:  Walter  Brazie,  M.D.,  President,  Masonic  Building, 
Kingman;  John  J.  Standifer,  M.D.,  Secretary,  412  E.  Oak 
Street,  IHngman. 

NAVAJO:  Theodore  L.  Lothman,  M.D.,  President,  Box  397,  Hol- 
brook; Claude  H.  Peterson,  M.D.,  Secretary,  212-A  Bruch- 
man  Bldg.,  Winslow. 

PIMA:  Philip  G.  Derickson,  M.D.,  President,  744  N.  Country 
Club  Rd.,  Tucson,  Elliott  E.  Steams,  Jr.,  M.D.,  Secretar/, 
2442  E.  Elm  St.,  Tucson. 

(Society  Office  — 2555  East  Adams  Street,  Tucson) 

PINAL:  Robert  Z.  CoUings,  Jr.,  M.D.,  President,  Florence  Blvd. 
& Center  St.,  Casa  Grande;  George  Boiko,  M.D.,  Secretary, 
703  N.  Olive  St.,  Casa  Grande. 

SANTA  CRUZ:  Karl  L.  Meyer,  M.D.,  President,  Stage  Building, 
Nogales;  Charles  S.  Smith,  M.D.,  Secretary,  Gebler  Building, 
Nogales. 

YAVAPAI:  Clarence  E.  Yount,  Jr.,  M.D.,  President,  P.  O.  Box 
1626,  Prescott;  Wilham  R.  Shepard,  M.D.,  Secretary,  506 
Gurley  St.,  Prescott. 

YUMA:  Ellis  V.  Browning,  M.D.,  President,  407  N.  16th  St., 
Yuma;  James  Volpe,  Jr.,  M.D.,  Secretary,  1801  Sixth  Ave., 
Yuma. 


WOMAN’S  AUXILIARY  TO  THE  ARIZONA  MEDICAL 
ASSOCIATION  - 1964-65 

President  Mrs.  Richard  B.  Johns  (Ruth) 

508  W.  Rose  Lane,  Phoenix,  Arizona 

President-elect  Mrs.  Hubert  Estes  (Mickie) 

6911  Soyaluna  Place,  Tucson,  Arizona 

1st  Vice  President  Mrs.  Robert  G.  Delph  (Grace) 

651  Sunland  Drive  E.,  Chandler,  Arizona 

2nd  Vice  President  Mrs.  Robert  L.  Gullen  (Beverly) 

.5003  N.  22nd  St.,  Phoenix,  Arizona 

Treasurer:  Mrs.  Seymour  Shapiro  (Arline) 

5433  E.  Eighth  Street,  Tucson,  Arizona 

Recording  Secretary Mrs.  Hermann  S.  Rhu  (Ruth) 

2138  E.  Juanita,  Tucson,  Arizona 

Corresponding  Secretary Mrs.  Joe  L.  Bonnet  (Lorri) 

450  E.  Ocotillo  Rd.,  Phoenix,  Arizona 

Director  (1  year)  Mrs.  Clare  W.  Johnson  (MaryAnne) 

318  West  Lawrence  Road,  Phoenix  l3,  Arizona 

Director  (1  year)  Mrs.  William  H.  Lyle  (Jill) 

1400  - 16th  Place,  Yuma,  Arizona 

Director  (2  years)  Mrs.  Juan  Fonseca  (Virginia) 

Route  2,  Box  741,  Tucson,  Arizona 


SOCIEDAD  MEDICA  DE  ESTADOS  UNIDOS  DE 
NORTE  AMERICA  Y MEXICO 
MEDICAL  SOCIETY  OF  THE  UNITED  STATES  & MEXICO 

President  Dr.  Robert  E.  Hastings 

1014  N.  Country  Club  Road,  Tucson,  Arizona 

President-elect  Dr.  Carlos  Tapia  Tellez 

Blvd.  Obregon  y Morelos,  Hermosillo,  Sonora,  Mexico 

Vice  President  Dr.  Maxwell  Lockie 

40  North  Street,  Buffalo  2,  New  York 

Secretary  for  the  United  States Dr.  James  D.  Nauman 

1603  N.  Tucson  Blvd.,  Tucson,  Arizona 

Secretary  for  Mexico Dr.  Fausto  Zeron  Medina 

Avenida  Alemania  No.  535,  Guadalajara,  Jal.,  Mexico 

Treasurer  for  the  United  States Dr.  Lucy  Vemetti 

2021  N.  Central  Avenue,  Phoenix.  Arizona 

T reasurer  for  Mexico Dr.  Eduardo  Gonzalez  Murguia 

Juarez  673,  Guadalajara,  Jal.,  Mexico 

Executive  Secretary  for  Mexico Mr.  Alfredo  Patron 

Mazatlan,  Sinaloa,  Mexico 


Complete  officer  and  committee  listings  will  appear  in  the  December  issue. 
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Laboratories 


tHeMcal  Cehtef  OC-^a^  an4  Clinicai 


1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 


DIAGNOSTIC  X-RAY 
CLINICAL  PATHOLOGY 
ELECTROCARDIOGRAPHY 


X-RAY  THERAPY 
TISSUE  PATHOLOGY 
BASAL  METABOLISM 


R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director  Martin  L.  List,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Lorel  A.  Stapley,  M.D.,  Consultant  Pathologist 


THE  DIAGHOSTIC  LABORATORY 

Complete  Medical  Laboratory  Service,  X-Ray  Diagnosis 
Radiation  Therapy,  Radioactive  Isotopes  . 


DEPARTAAENT  OF  PATHOLOGY  ) 4 DEPARTMENT  OF  RADIOLOGY 

MAURICE  ROSENTHAL,  M.D.  I '|  MARCY  L SUSSAAAN,  M.D. 

GEORGE  SCHARF,  M.D, 

SEYMOUR  B.  SILVERMAN,  AA.D. 

BLAND  GIDDINGS,  M.D. 

GERALDINE  PACE,  M.D. 

Diplomates  of  the  American  Boards  of  PATHOLOGY  and  RADIOLOGY 

n 30  E.  McDowell  Rd.  • Phoenix,  Arizona 

Phone  AL  8-1601 

Information,  Price  Lists  and  Mailing  Containers  upon  request. 
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MORE  HELP  FOR 
THE  STRICKEN  HEART 


In  long-term 
treatment 
of  your  patlentg 
with  coronary ' 
Insufficiency. 


■ PETN  (pentaerythritol  tetranitrate)  to  in- 
crease oxygen  supply 

■ plus  meprobamate  to  decrease  anxiety  and 
tension 


Unlike  phenobarbital,  meprobamate  is  not 
cumulative  and  does  not  cause  depression. 

Side  effects:  Pentaerythritol  tetranitrate 
may  infrequently  cause  nausea  and  mild 
headache,  usually  transient.  Slight  drowsi- 
ness may  occur  with  meprobamate  and, 
rarely,  allergic  reactions.  Precautions:  Me- 
probamate may  increase  effects  of  excessive 
alcohol.  Consider  possibility  of  depend- 
ence, particularly  in  patients  with  history 
of  drug  or  alcohol  addiction.  Contraindica- 
tions: Like  all  nitrate-containing  drugs, 
‘Miltrate’  should  be  given  with  caution  in 
glaucoma.  Complete  product  information 
available  in  the  product  package,  and  to 
physicians  upon  request.  Dosage:  1 to  2 
tablets,  before  meals  and  at  bedtime.  Indi- 
vidualization required.  Supplied:  Bottles 
of  50  tablets. 

CML-1055 


Pharmacy  Directory 

Your  Prescription  Store 

DIERDORF  PHARMACY 

Phone  BR  5-5212 

2315  N.  24th  St.  Phoenix,  Arizona 

Milburn  F.  Dierdorf 


SRUTWA  PHARMACIES,  INC. 

WH  5-3791 

Scottsdale  Medical  Center 
218  E.  Stetson  Drive 
Scottsdale,  Arizona 


Lute's  Scottsdale  Pharmacy 

For 

PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1st  National  Bank 


Fairmont  Pharmacy 

3231  East  McDowell  Road  Phoenix,  Arizona 

PRESCRIPTIONS  - DRUGS  - COSMETICS  - FOUNTAIN 
BRidge  5-5719  FREE  DELIVERY 


MILTRATE^ 

meprobamate  200  mg. -F  pentaerythritol  tetranitrate  10  mg. 


\\%,WALLACE  LABORATORIES  /Cranfewry,  N.  J. 


BUTLER'S 

REST  HOME 

• Bed  Patients  and  Chronics 

• Television  • 24  Hour  Nursing  Care 

• Excellent  Food  • State  Licensed 

802  N.  7th  St. 

Phoenix,  Arizona 

Telephone  AL  3-2592 
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DOCTOR,  WILL  YOU  SPECIFY  DESERET'S  BRAND  OF 

MEPROBAMATE 

Desa-Bamate 


Proprietary  protection  of  your  prescription 
with  generic  economy  to  your  patient. 


DESERET  PHARMACEUTICAL  CO.  - Salt  Lake  City,  Utah 


Serving  Arizona 
Health  Needs 
Since  1908 


Phoenix  - Tucson  - Scottsdale  - Mesa  - Tempe 
Maryvale  - Glendale  - Westown  • Sunnyslope 
Paradise  Hills  - Globe  - Miami 
Casa  Grande  - Wickenburg 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lighfowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 
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ALLERGY 


Physicians’  Directory 


E.  A.  GATTERDAM,  M.D. 

Fellow,  American  College  of  Chest  Physicians 
Fellow,  American  College  of  Allergists 
Academy  of  Allergy 

JOHN  F.  McKENNA,  M.D. 

Associate  Fellow,  American  College  of  Allergists 
Professional  Building,  15  E.  Monroe 
Phoenix  4,  Arizona  — Alpine  4-2174 


DANIEL  H.  GOODMAN,  M.D.,  F.A.C.P. 

Diplomate 

American  Board  of  Internal  Medicine 
and  Subspecialty  Board  of  Allergy 

31  W.  Camelback  Road  500  W.  10th  Place 

Phoenix  Mesa 

277-3337  969-3966 


HOWARD  M.  PURCELL,  JR.,  M.D. 

JAMES  A.  SMIDT,  M.D. 

ALLERGY  OF  CHILDREN 

American  Board  of  Pediatrics 
American  College  of  Allergists 

322  W.  McDowell  Rd.  PHOENIX,  ARIZONA 

AL  2-9731 


DERMATOLOGY 

GEORGE  K.  ROGERS,  M.D. 

DERMATOLOGY 

Diplomate  of  American  Board  of 
Dermatology  and  Syphilology 

Phone  Alpine  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 


MALIGNANT  DISEASE 

JAMES  M.  OVENS,  M.D. 
F.A.C.S.  F.I.C.S. 

Diplomate  American  Board  of  Surgery 
Cancer  and  Tumor  Surgery 
X-ray  and  Radium  Therapy 

333  W.  Thomas  Road  Phone  279-7301 
Phoenix  13,  Arizona 


A.  L.  LINDBERG,  M.D. 

Neoplastic  Diseases 
Tucson  Tumor  Clinic 

721  N.  4th  Ave.,  Tucson,  Arizona 

Phone  MAin  3-2531 


ORTHOPEDIC  SURGERY 

THE  ORTHOPEDIC  CLINIC 
ORTHOPEDIC  SURGERY 

W.  A.  Bishop,  Jr.,  M.D.,  F.A.C.S.*  — A.  L.  Swenson,  M.D, 
F.A.C.S.*  - Ray  Fife,  M.D.,  F.A.C.S.*  - Sidney  L.  Stovall,  M.D. 
F.A.C.S.*  — Thomas  H.  Taber,  Jr.,  M.D.,  F.A.C.S.* 

Robert  A.  Johnson,  M.D.  — Paul  E.  Palmer,  M.D. 

*Diplomates  of  the  American  Board  of  Orthopedic  Surgery 
2620  N.  3rd  Street  — Phoenix,  Arizona  — CR  7-621 1 


PATHOLOGY 

LOUIS  HIRSCH,  M.D. 
RALPH  H.  FULLER,  M.D. 
WILLIAM  M.  HINDMAN,  M.D. 
EDWARD  A.  BRUCKER,  M.D. 

Diplomates  American  Board  of  Pathology 
Clinical  Pathology  — Pathologic  Anatomy 

1641  N.  Tucson  Blvd. 

Tucson,  Arizona 


PSYCHIATRY 

LEO  RUBINOW,  M.D. 

PSYCHIATRY 
AM  6-0630 

224  E.  Thomas  Rd.  Phoenix,  Arizona 
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RADIOLOGY 


SURGERY 


R.  LEE  FOSTER,  M.D.,  F.A.C.R.,  F.A.C.P. 
MARTIN  L.  LIST,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Diagnostic  Roentgenology  and  X-ray  Therapy 

1313  N.  Second  St. 

Phone  Alpine  8-3484 
Phoenix,  Arizona 


DELBERT  L.  SECRIST,  M.D.,  F.A.C.S. 

123  South  Stone  Avenue 
Tucson,  Arizona 

Office  Phone  AAA  2-3371  Home  Phone  EA  5-9433 


MARCY  L.  SUSSMAN,  M.D.,  F.A.C.R. 

Diplomate  of  American  Board  of  Radiology 

DIAGNOSTIC  RADIOLOGY 
THERAPEUTIC  RADIOLOGY 
RADIOISOTOPES 


LOWELL  C.  WORMLEY,  M.D.,  F.A.C.S. 

AAid-Town  AAedical  Building 
1 North  1 2th  Street 


1130  E.  AAcDowell  Rd. 
Phoenix,  Arizona 
Alpine  8-1 601 


540  Wells  Fargo 
Scottsdale,  Arizona 
WHitney  5-3959 


Phoenix,  Arizona 


ROBERT  L.  BEAL,  M.Q 


OTTO  L.  BENDHEIM,  M.D 


PAUL  M.  BINDELGLAS,  M.D 


HAL  J.  BREEN,  M.D. 


LEE  s:  COHN,  M.D 


T.  RICHARD  GREGORY,  M.D 


WILLIAM  B.  HAEUSSLER,  M.D 


THOMAS  F.  KRUCHEK,  M.D 


HAROLD  E:  McNEELY,  Ph.D 


ROBERT  C.  SHAPIRO,  M.D 


/afry  and  neurof 


WILLIS  L.  STRACHAN,  M.D. 


ROY  WORTHEN,  M.D. 


clinical  psychology 
psychiatric  social  work 

and  family  counselling 


50S1  NORTH  34th  STREET 


PHOENIX  18,  ARIZONA 


AM  4-4111 
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FOR  LEASE 

OFFICE  SUITE  — Carpeted,  draped,  utilities 
and  janitor  service  furnished.  PALM  CIRCLE 
MEDICAL  CENTER 

Contact:  Rex  E.  Umbenhaur,  D.D.S 
4428  Palm  Circle  Scottsdale,  Arizona 


Physicians  Wanted 

Positions  available  July  1,  1964  for  well  quali- 
fied general  physicians  at  the  Arizona  State 
Hospital.  Arizona  licensure  required.  Begin- 
ning salary  $15,000  annually.  Contact  Robert 
J.  Shearer,  M.  D.,  Acting  Director,  Arizona 
State  Hospital,  2500  East  Van  Buren,  Phoenix, 
Arizona. 


Bausch  & Lomb  stereo  zoom  microscope;  low 
power  lenses;  $250.00.  Call  Chuck  Loftin  at 
254-6611,  Loftin's  Business  Forms,  3111  N. 
29th  Ave.,  Phoenix. 


DANNY  T.  SEIVERT 
INSURANCE 

Malpractice  & Non-Cancelable  Disability 
with  Guaranteed  Rates 

Professional  Programs  for  Professional  Men 

5133  N.  Central  Ave.  — Phoenix 
Telephone  277-1487 


GENERAL  PRACTICE  opportunity  wanted  in 
Maricopa  County  area.  Arizona  licensed  M.D., 
member  AAGP,  experienced  in  all  phases  gen- 
eral practice,  married  with  family,  age  48. 
Desire  association  with  small  group  or  indi- 
vidual; will  purchase  active  practice  or  con- 
sider other  opportunities.  Available  for  per- 
sonal interview  for  mutual  evaluation.  Reply 
Box  63-1-12,  ARIZONA  MEDICINE,  P.  O.  Box 
1 28,  Scottsdale. 


DOCTORS'  CENTRAL  DIRECTORY 

Helen  AA.  Barrasso,  R.  N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 
CALL  EA  7-7471 
At  Your  Service  24  Hours  Daily 
3029  E.  2nd  St.  Tucson,  Arizona 

"Established  1932" 
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